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COLLECTIVE REVIEW 


CHOLECYSTOGRAPHY 


By WARREN H. COLE, M.D., ann GLOVER H. COPHER, M.D., St. Louis, Missouri 


From the Department of Surgery, Washington University School of Medicine and Barnes Hospital 


N February, 1924, Graham and Cole (13) re- 
ported a method of roentgenological examina- 
tion of the gall bladder which utilized a new 

principle for visualizing this organ. They found 
that when phenolphthalein containing either 
iodine or bromine was injected intravenously it 
was excreted in the bile and a sufficient concentra- 
tion of the halogen was obtained in the gall blad- 
der to cast a shadow on a roentgen-ray film. The 
first experiments were made with the calcium 
and the sodium salts of tetra-iodophenolphthalein 
and tetrabromphenolphthalein. The calcium salts 
were soon replaced by the more soluble sodium 
salts. 

A vast amount of experimental work was done 
by Graham, Cole, and Copher (14, 17, 18, 20) with 
the phenolphthaleins and other compounds. Of 
forty compounds studied, eleven were found to 
produce shadows of the gall bladder. Shadows 
were obtained after intravenous, oral, and rectal 
administration. After excretion in the bile, the 
halogen of the phenolphthalein is concentrated in 
the gall bladder and passes out of the cystic duct 
into the duodenum (8). A relatively small concen- 
tration of the halogen will produce a shadow of the 
gall bladder. The name “cholecystography ” has 
been applied to the visualization of the gall blad- 
der by this method, and the exposed roentgen-ray 
films are called “cholecystograms.”’ 

The earliest experimental work of Graham, 
Cole, and Copher was begun with tetra-iodophe- 
nolphthalein, but because of impurities in the 
samples obtained at that time, the early clinical 


work was done with tetrabromphenolphthalein. 
Whitaker and Milliken (44), apparently on the 
basis of a good sample, concluded that tetra-iodo- 
phenolphthalein can be given in smaller doses 
which are less toxic than the tetrabromphenol- 
phthalein. Their report was published practically 
simultaneously with one by Graham, Cole, and 
Copher (18) who reported the resumption of use 
of the tetra-iodophenolphthalein but cautioned 
against the use of any but a highly purified prod- 
uct. The greater difficulties in the manufacture of 
a pure product and the greater ease of decomposi- 
tion of the tetra-iodophenolphthalein as compared 
with the tetrabromphenolphthalein were empha- 
sized by Graham, Cole, and Copher in their article. 
These difficulties are now receiving much atten- 
tion in the literature. It is very important to use 
only a product which comes from a reliable man- 
ufacturer. It should be kept in brown bottles and 
for not more than a few weeks before use.' 
Sodium tetra-iodophenolphthalein (19), which 
is being used most extensively at the present time, 
is a blue crystalline compound of high molecular 
weight and readily soluble in water. It usually 
contains approximately 60 per cent of iodine by 
weight and should have not less than 53 per cent. 
The average dose of sodium tetra-iodophenol- 
phthalein required to produce a gall-bladder shad- 
ow in the human being is approximately 0.06 gm. 
per kilo of body weight. The lethal dose for ani- 
1[t is known to the writers that particular care in the manufacture of 
a pure product is being taken by the Mallinckrodt Chemical Works of 


St. Louis, the National Aniline and Chemical Company of New York, 
and the Eastman Kodak Company of Rochester, New York. 
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Fig. 1. Normal gall bladder eight hours after injection. 
Density and size of shadow increased. 


mals is approximately 0.25 gm. per kilo of body 
weight. Both the tetrabromphenolphthalein and 
tetra-iodophenolphthalein have been accepted by 
the Council of Pharmacy and Chemistry of the 
American Medical Association and included in 
“New and Non-Official Remedies.”’ Because of 
the danger of deterioration, sodium tetra-iodo- 
phenolphthalein should not be left exposed to 
light and air. When it is exposed to sunlight its 
color may fade. 

The dose recommended for the human being 
does not produce pathological changes in the liver, 
kidney, or other organs. We do not feel that the 
danger of liver necrosis, as mentioned by Otten- 
berg and Abramson (30), is very great since the 
dose necessary to produce liver necrosis experi- 
mentally is from four to five times larger than the 
average dose for man used in cholecystography. 

The drug may be administered by the intrave- 
nous or the oral route. When it is given in‘rave- 
nously, 3 or 3! gm. of sodium tetra-iodop!_enol- 
phthalein are dissolved in 28 c.cm. of freshiy dis- 
tilled water and the solution is filtered and ster- 
ilized in a boiling water bath for fifteen minutes. 
The solution is injected in the morning between 8 
and 9 a.m., preferably in two equal doses, one-half 
hour apart. Dividing the dose tends to eliminate 
any chance of reaction to the injection. Breakfast 
is omitted. For lunch the patient may h ve a 
liquid diet low in protein and fat. Milliken and 
Whitaker (26) emphasize the observation of the 
gall bladder for diminution in size after a meal. 





Fig. 2. Normal gall bladder twenty-four hours after in- 
jection. Shadow has become smaller and denser. 


Water by mouth is allowed at all times. Roent- 
genograms are made four, eight, and twenty-four 
hours after the injection. Pribram, Grunenberg, 
and Strauss (32) believe it advisable to attempt 
to empty the gall bladder by the injection of pitu- 
itary extract before the administration of the dye. 

Oral administration of sodium tetra-iodophenol- 
phthalein has become popular and is satisfactory 
in a large number of cases. The dye may be given 
in pills or capsules. Coatings of salol, keratin, 
stearic acid, and formalin-treated gelatin capsules 
have been used. Because of the lack of standard- 
ization of the coating of pills and capsules of tetra- 
iodophenolphthalein and the variation in the solu- 
bility of the coating, the amount of drug absorbed 
by the intestinal tract in a given time is not con- 
stant. A roentgenogram of the entire abdomen 
should be made several hours after the ingestion 
of the drug to determine whether or not the coat- 
ing has been dissolved. The oral dose is from 4 to 
5 gm. and is given during or soon after the evening 
meal. Roentgenograms are taken the following 
day at 9 a.m., 1 p.m., and 5 p.m. Breakfast is 
omitted. If lunch is not omitted, it should be low 
in fat and protein. Menees and Robinson (24, 25), 
and Whitaker, Milliken, and Vogt (45) were 
among the first to publish articles relative to the 
oral administration of tetra-iodophenolphthalein. 

At the present time the concurrence of opinion 
is that the oral administration of sodium tetra- 
iodophenolphthalein is sufficiently accurate to jus- 
tify its routine use although its results are less 
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Fig. 3. Normal gall bladder thirty-two hours after in- 
jection. Shadow still present. Many normal gall bladders 
do not show shadows at this period. 


accurate than those of the intravenous method. 
If the resulting films indicate a pathological con- 
dition of the gall bladder, the oral administration 
should be checked by intravenous injection. 
Reactions following the oral or intravenous ad- 
ministration of pure products of tetra-iodophenol- 
phthalein (21) have been transitory and of small 
consequence. From 80 to go per cent of patients 
do not have reactions to tetra-iodophenolphtha- 
lein. Carman (4) has reported thirty-two consec- 
utive cases without reaction. If the reaction is 
sustained it is confined to malaise, headache, nau- 
sea, vomiting, or diarrhoea. Vomiting and diar- 
rhoea are uncommon after the intravenous injec- 
tion of the dye. When reactions follow its oral ad- 
ministration they are usually confined to vomiting 
and diarrhoea. Reactions following the use of 
tetra-iodophenolphthalein are much less marked 
than those obtained from tetrabromphenolphtha- 
lein, chiefly because of the difference in the size of 
the dose. The toxicity of the two drugs is prac- 
tically the same if equal doses are given. In an 
endeavor to simplify the method and to eliminate 
reaction, Stewart (37-40) has advocated the ad- 
ministration of tetra-iodophenolphthalein through 
a duodenal tube, but because of the difficulties en- 
countered in the introduction of the duodenal tube 
into the jejunum, he uses this method only on 
hospitalized patients. In office practice he uses 
the oral method of administration. It is a striking 
fact that reactions have markedly decreased as 





Fig. 4. Cholelithiasis. Filling defect in gall bladder pro- 
duced by cholesterol stone. Twenty-four hours after injec- 
tion. Shadow is practically as dense as that produced by 
the normal gall bladder, Such results are not unusual when 
the stones are of cholesterol composition. This suggests the 
formation of soft stones with little or no cholecystitis. 


the purification of tetra-iodophenolphthalein has 
progressed. Palefski (31) visualized the gall blad- 
der after the intraduodenal administration of tetra- 
bromphenolphthalein. 

Graham, Cole, and Copher (15, 16) established 
the criteria for the diagnosis of the shadows pro- 
duced by normal and pathological gall bladders 
and outlined a routine regimen for the patient for 
the production of shadows of the gall bladder. It 
was found that a fasting stomach is quite essential 
for the shadows since food stimulates a flow of bile 
into the duodenum and interferes with the con- 
centration of the bile in the gall bladder. The 
normal gall bladder was found to begin to cast a 
shadow on the film from three and one-half to five 
hours after the intravenous injection of the dye; 
to have a greater density and smaller size within 
the next few hours; and to cast its heaviest shad- 
ow after from twelve to twenty-four hours. Nor- 
mally, the shadow disappears in approximately 
forty-eight hours. The normal gall bladder varies 
considerably in position, size, and shape. It seems 
that the density of the shadow is to be emphasized 
more than ever as one of the most important char- 
acteristics in diagnosis. It is apparent that the 
methed is not only a means of visualizing the gall 
bladder but also a functional test of that organ. 

Pathological gall bladders were found to differ 
from the normal gall bladder in the density of the 
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Fig. 5. Illustrates value of cholecystography in differential 
diagnosis. Shadows of stones clearly identified outside of 
normal gall bladder. At operation, stones were found in 
kidney. 


shadow, distensibility, filling, etc. Relatively slight 
gross pathological changes result in a marked in- 
hibition of the power of the gall bladder to con- 
centrate its content, with the result that the shad- 
ow is either less dense than normal or completely 
absent. ‘The most accurate diagnoses are made 
from a series of films revealing no shadows. If the 
intravenous technique has been carried out as de- 
scribed, failure to obtain a shadow within forty- 
eight hours is practically conclusive proof of ab- 
normality in the biliary system. Filling defects 
caused by stones are very important as accurate 
diagnoses can be made from them. As would be 
expected, some gall bladders containing stones 
cannot be visualized by tetra-iodophenolphtha- 
lein, chiefly because of a lack of concentrating 
power or the presence of an obstruction to the 
cystic duct. However, failure to reveal stone in 
all cases is not of great consequence since the 
presence of cholecystitis, which may be deter- 
mined by cholecystography, is the paramount 
question. in the establishment of the diagnosis and 
the operative treatment. In gall bladders produc- 
ing shadows after the injection of tetra-iodophe- 
nolphthalein and showing a disturbance in dis- 
tensibility, a decrease in density, and other minor 
variations from the normal, a cholecystitis of a 
lesser degree has been found. In the presence of a 
visualized gall bladder, a soft stone may manifest 
itself as a negative shadow or as a filling defect, 


whereas hard stones are usually recognized by 
positive shadows. Occasionally, also, the outlines 
of soft stones are seen plainly because, apparently, 
the dye has penetrated into the outer layers of the 
stones. Fortunately, soft stones which, without 
the aid of cholecystography, are seen only with 
difficulty are usually found in gall bladders whose 
power of concentration is less disturbed than the 
concentration power of gall bladders containing 
hard stones. The question of filling defects from 
adhesions (which is stressed so much by many) is 
unsettled and needs more study. It seems that 
extreme liver damage must be present before the 
disturbance of biliary excretion of the dye has any 
influence on the visualization of the gall bladder. 

The inaccuracy of the diagnosis of gall-bladder 
disease by the roentgen ray previous to the intro- 
duction of cholecystography was so marked that, 
in spite of the high percentage of correct diagnoses 
made by a few men, many clinicians and some 
roentgenologists discredit it entirely. However, 
Moore (27, 28), working with Graham, Cole, and 
Copher, reports that, by means of cholecystog- 
raphy, an accurate diagnosis confirmed by opera- 
tion was obtained in 96 per cent of cases of gall- 
bladder disease. Moore also points out the rela- 
tionship of body habitus to the position, size, and 
shape of the gall bladder. Sosman, Whitaker, and 
Edson (36) obtained a correct diagnosis in 93% 
per cent of cases after intravenous injection. They 
check doubtful diagnoses after oral administra- 
tion by the findings following intravenous in- 
jection. 

Cholecystography has offered an accurate means 
for studying the physiology of the gall bladder. 
Silverman and Menville (34, 35) observed the ac- 
tion of non-surgical drainage of the gall bladder 
visualized by cholecystography. They concluded 
that the introduction of magnesium sulphate into 
the duodenum produces a reduction in the size 
and alteration of the shape of the gall-bladder 
shadow, Kaznelson and Reimann (22) studied the 
effect upon the gall-bladder shadow of Witte’s 
peptone, oil, and magnesium sulphate introduced 
into the duodenum. Oil was found to produce a 
sudden and marked change in the size of the gall- 
bladder shadow. Pituitrin seemed to cause a con- 
traction of the gall-bladder wall, and atropine a 
relaxation. Boyden (2) has noted particularly the 
effect of lipoids and fats upon the emptying of the 
gall bladder. He is of the opinion that the gall 
bladder discharges its content through the cystic 
duct and refills in approximately five hours. 

Sosman, Whitaker, and Edson (36) have worked 
extensively on the effects of various stimuli, in- 
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cluding foods and chemicals, on the shadows of 
gall bladders. They obtained the most marked 
diminution of the size and density of the gall- 
bladder shadow after the ingestion of fats. There 
was no response to psychic stimuli, carbohydrates, 
pilocarpine, adrenalin, hydrochloric acid, bile 
salts, or nitroglycerine. A moderate response was 
obtained from proteins and magnesium sulphate. 
Slight paralyzing effects were obtained from atro- 
pine and alcohol. There was no effect on the shad- 
ow from mechanical stimuli. Graham, Copher, 
and Cole have also observed the marked diminu- 
tion in the size of the normal gall-bladder shadow 
after the ingestion of fat or the injection of pitu- 
itrin. They obtained very little or no response to 
magnesium sulphate. However, they have been 
able, experimentally, to cause a definite decrease 
in the size of a shadow produced by a normal gall 
bladder by massage of the abdominal wall. 

A few months after the publication of the first 
article on the subject of cholecystography, Car- 
man and Counseller (5, 6) reported a series of 
cases in which this method was used. Carman 
(4), after a study of over 1,100 cases, stated that 
among the’ cholecystographic phenomena indic- 
ative of disease, failure of the gall bladder to fill 
with the dye in sufficient quantity to cast a shad- 
ow seems to rank first in frequency and to be un- 
excelled in diagnostic value. Graham, Cole, and 
Copher agree with Moore (27, 28) that cholecys- 
tography is a more delicate method of determining 
disease of the gall bladder than inspection and 
palpation at operation. 

Among the other early contributors to the de- 
velopment of cholecystography are Baumgartner 
and Jewett (1), Enfield (9, 10), Oakman (29), 
Weiss (43), Winslow and Melgard (46), Tuffier 
and Nemours-Auguste (41, 42), Gosset and 
Loewy (12), Sabatini and Milani (33), Cohen and 
Roberts (7), Ledoux-Lebard (23), and «rskine 
(11). 
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SURGERY OF THE 


HEAD 


Weaver, J. C.: The Treatment Employed in 125 
Consecutive Cases of Head Injuries. Surg., 
Gynec. & Obst., 1925, xli, 347. 

Weaver groups cases of head injuries according to 
the classification outlined by Dowman as follows: 

Class A: Massive brain injury with evidence of 
rapid exhaustion of the medullary centers and death 
within from one to several hours after the patient’s 
admission to the hospital. These cases are hopeless. 
Operation is contra-indicated. 

Class B: Definite evidence of middle meningeal 
hemorrhage. Ligation of the bleeding artery with 
subtemporal decompression must be done quickly. 

Class C: Simple or compound depressed fracture 
with localized brain contusion and with or without 
indriven bone fragments. Débridement is indicated. 
Contused brain and blood clots should be carefully 
removed by catheter suction, the dural opening 
accurately closed, and the bone defect filled by 
replacing the fragments of bone that have been 
removed. 

Class D: Classic manifestations of rapidly in- 
creasing intracranial pressure which are well within 
the period of medullary compensation. Subtemporal 
decompression offers the best chance of recovery. 

Class E: Definite evidence of brain injury ex- 
hibiting no classic findings of acutely increasing 
intracranial pressure, yet of the type that experience 
has shown is liable to develop increased intracranial 
pressure as the result of the accumulation of fluid. 
It is in this type of injury that hypertonic solutions 
are used with great success. Half an ounce of a satu- 
rated solution of magnesium sulphate should be given 
every two hours for forty-eight hours, and the inter- 
val between doses then lengthened day by day as the 
condition improves until the seventh day, when the 
treatment should be discontinued. If any evidence 
of increased intracranial pressure develops later, one 
intravenous injection of 50 c.cm. of a 30 per cent 
sodium chloride solution should be given for a quick 
effect and followed by the intravenous injection of 
10 c.cm. of a solution of magnesium sulphate. If the 
pressure symptoms continue, a subtemporal decom- 
pression with rubber wick drainage should be done. 

Class F: So-called concussion with no evidence of 
gross brain damage. Rest and free purgation are 
sufficient. 

Class G: Depressed fracture of a mild degree with 
nosymptoms. The bone fragments should be elevat- 
ed, the dura opened, contused brain removed by 
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catheter suction, the dura closed, and the bone frag- 
ments replaced. 

Class H: Scalp laceration without damage to the 
underlying structures. The edges should be trimmed 
away and the wound closed with fine silk sutures. 

In 125 cases of head injuries treated during the 
past two years there have been 103 recoveries and 
twenty-two deaths. H. Hoyt Cox, M.D. 


Rand, C. W., and Nielsen, J. M.: Fracture of the 
Skull: An Analysis of 171 Proved Cases; the 
Diagnosis and Treatment of Associated Brain 
Injury. Arch. Surg., 1925, xi, 434. 

Of the 171 skull fractures reviewed in this article, 
85 per cent were linear and 15 per cent depressed. 
There were nearly twice as many fractures on the 
right side as on the left. 

The total mortality was 26 per cent. Sixty-eight 
per cent of the deaths occurred in the first forty-eight 
hours. All occurring after the seventh day were from 
causes other than shock or compression. The im- 
mediate cause of death was shock in 39 per cent, 
compression in 20 per cent, meningitis in 14 per cent, 
and some other complication in 27 per cent. 

The seven patients with meningitis were relatively 
young—between 11 and 32 years of age. Only one 
recovered. In six, the fracture included the base of 
the skull. 

Operation was performed in 22 per cent of the 
cases. The operative mortality was 47 per cent. 
Indications for operation were depressed fracture or 
intracranial hemorrhage. The mortality in cases of 
depressed fracture was 39 per cent while that in cases 
of intracranial haemorrhage was 73 per cent. 

Before operation is performed, measures should 
be taken to combat shock. Frequent neurological, 
pulse, temperature, and blood pressure observations 
should be made. 

Dependence should not be placed on the X-ray to 
reveal all basal fractures. In the early diagnosis of 
compression, spinal puncture is of greater value than 
the eye-ground picture. The mental state may be 
considered a fair index of the patient’s condition, 
especially if oedema of the brain is present. Lf lumbar 
puncture and dehydration fail to give relief, con- 
tinued unconsciousness demands subtemporal de- 
compression with drainage. If operation is delayed, 
a neurosis may develop. 

In the diagnosis of pressure, spinal puncture is of 
value. In 85 per cent of the cases the fluid was bloody, 
and often there were signs of meningitis. ‘These signs 
disappear after the blood is drawn off or absorbed. 
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Drainage for about forty-eight hours following 
subtemporal decompression is of value in relieving 
oedema of the brain. 

If hemorrhage is suspected, operation may pre- 
vent such later complications as jacksonian epilepsy. 
At operation, the dura should be opened to eliminate 
subdural clot, even if extradural clot is found. 

Dehydration by the oral or colonic administration 
of magnesium sulphate and spinal drainage by lum- 
bar puncture have been found the most satisfactory 
of the conservative measures. 

The article is supplemented by tracings of the 
location of fractures, several tables classifying the 
cases, and the detailed records of several cases. 

J. C. Carver, M.D. 


EYE 


Levinsohn, G.: Notes on the Genesis of Myopia. 
Arch. Ophth., 1925, liv, 434. 


In the author’s opinion, the principle cause of in- 
creasing myopia is the position of the eye in reference 
to the head. If the head is held erect and the eyes 
are in the primary position, there is a normal flow of 
blood to and from the eye, but if the head is held 
over so that the eyes are looking downward the 
fascia of the orbital rim is not strong enough to keep 
the eye from dropping forward, the venous return is 
hindered, the resulting stasis increases the weight of 
the eyeball and its pressure upon the lids, and the 
eyeball, dropping forward, puts the optic nerve on 
the stretch. The stretching affects the temporal side 
of the optic disk more than the nasal side, this 
causing the temporal crescent and conus and the 
changes about the macula. 

Tuomas D. ALLEN, M.D. 


Snell, A. C., and Sterling, S.: The Percentage 
Evaluation of Macular Vision. Arch. Ophth., 
1925, liv, 443. 

The authors have attempted to find a mathe- 
matical formula for estimation of the percentage of 
loss of vision. 

In their experimental work they found that lenses 
on which lines are cut at certain intervals produce 
definite interference with vision in eyes with normal 
sight. Tests with a number of lenses which would 
reduce 20/20 vision to 20/40 vision showed that an 
eye looking through six such lenses had approxi- 
mately qualitative vision. 

Taking 20/20 as 100 per cent efficiency and bare 
qualitative vision as zero efficiency, it was found 
that one of such lenses produced a 1634 per cent loss; 
two, a 33'3 per cent loss; and three, a loss of 50 per 
cent. 

With the use of a Snellen test chart, 20/40 vision 
represents a 1624 per cent loss, 20/100 a 50 per cent 
loss, etc. Mathematically stated, as the visual angle 
increases in an arithmetical ratio, the visual efficiency 
diminishes in a geometrical ratio. 

The authors show how erroneous it is to assume, 
as many do, that 20/40 vision represents a loss of 50 


per cent in vision. On this point they quote a number 
of internationally known ophthalmologists. 
Tuomas D. ALLEN, M.D. 


Fergus, A. F.: Discussion on Ocular Pain. Bril. M.J., 
1925, li, 506. 

Two causes of ocular pain are uncorrected errors 
of refraction and septic infection. Pain arising from 
the former can be relieved only by very accurate 
correction of the refraction errors. Defects in latent 
divergence are frequently overlooked, The author 
treats them with prisms or by operation. The treat- 
ment of pain caused by sepsis is treatment of the 
focus of infection to which it is due. 

Following operation, pain may be produced by 
hemorrhage, prolapse of the iris, or other accidents, 
but the most common cause is infection. One of the 
best preventives is a sterile conjunctival sac. The 
author always tests the conjunctival sac to be sure 
of its sterility. 

In iritis, permanent relief depends upon an accu- 
rate diagnosis of the course of the trouble. Atropine 
should always be used if it is tolerated; besides break- 
ing up adhesions it seems to exert an anwsthetic 
eflect. 

In corneal ulcers cocaine should never be em- 
ployed; it does not relieve deep pain and it has a dis- 
astrous effect upon corneal tissue. Atropine is 
equally injurious. On no account should the eye be 
bandaged as a bandage foments the eye with its own 
septic secretion. Drainage should be favored by the 
moderate use of a miotic. Corneal drainage is best 
promoted by miosis. Lyman A. Corps, M.D. 


Stefansson J.: An Operation for Glaucoma. Am. J. 
Ophth., 1925, 3 S., Viii, O8t. 

Stefansson has apparently been able to obtain 
foreign-body drainage of the anterior chamber suc- 
cessfully and without undue reaction. A good wire 
loop or a gold tube is inserted into the anterior 
chamber subconjunctivally. A conjunctival flap is 
made as fora trephine, a keratome is introduced into 
the anterior chamber, and then a T-shaped wire or 
tube is inserted so that the upper part of the T lies 
close to the limbus. The vertical arm must be long 
enough to insure communication with the aqueous. 

Stefansson frankly records his difficulties. He re- 
ports in detail twenty-five cases. The treatment was 
successful in 78 per cent, a partial failure in 13 per 
cent, and a complete failure in only 9 per cent. 

Tuomas D,. ALLEN, M.D. 


Burdon-Cooper, J.: The Conservative Treatment 
of Glaucoma. Bril. M.J., 1925, ii, 510. 

The purpose of this article is not to urge non- 
operative treatment of glaucoma but to emphasize 
the importance of conservative treatment before 
operation in order that the patient and the eye may 
be in the best possible condition for operative inter- 
ference. To this end it is necessary to consider cer- 
tain factors in the etiology of the disease, namely, 
nervous influences, arteriosclerosis, increased blood 
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pressure, and acidosis. In dealing with these the 
author finds morphine and nitroglycerine of great 
value. 

In the acute congestive attack his patients are 
first given a bath at a temperature 5 degrees above 
that of the body, the object being to relieve the 
internal congestion by peripheral dilatation of the 
blood vessels. They are then put to bed and given '4 
gr. of morphine hypodermically. Thereafter, an 
alkaline mixture containing potassium bicarbonate 
and citrate and 1 minim of liquor trinitrini to a dose 
are given every three hours. 

When the pulse rate exceeds 90, the nitroglycerine 
is discontinued. The patients are kept warm and the 
morphine is given twice a day until the attack begins 
to decline. Dry heat is applied to the eye continuous- 
ly and eserine in !2 per cent solution is instilled into 
the eye every three hours. 

As soon as the attack begins to subside the drop is 
changed to pilocarpine. Neither dionine nor adrenal- 
in should be used. Subconjunctival injections are as 
likely to do harm as good. ‘The pressure massage of 
Domec is of value. Venesection is also beneficial, 
and should always be performed in established 
glaucoma. Perfect rest and quiet are essential. The 
air of the room should be moist. The diet should be 
restricted and non-stimulating. Between attacks, 
general medical care, suitable climatic conditions, 
and the elimination of worry are indicated. 

Lyman A. Corps, M.D. 


Carvill, M., and Derby, G.S.: Interstitial Keratitis. 
Boston M. & S. J., 1925, excili, 403. 

The authors give statistics to show the effect of 
thorough anti-syphilis treatment of patients with 
interstitial keratitis. They divide their cases as near- 
ly as possible into those which were treated more or 
less indifferently or not at all and those which were 
treated routinely. ‘The tables seem to show that as 
a rule the treated patients are twice as well off as 
those that were not treated, and that complications 
are frequent in those not treated. 

Treatment, however, does not always prevent 
interstitial keratitis in later life nor the development 
of a recurrence. Tuomas D. ALLEN, M.D. 


Spicer, W. T. H., and Pollock, W. B. I.: Eye Injuries 
and Interstitial Keratitis. Brit. M.J., 1925, ii, 
373- 

Spicer says that interstitial keratitis may be 
closely associated with an injury. The injury is 
often trivial and may or may not have caused a 
breach of surface. Spicer obtained a history of in- 
jury in 3 per cent of his cases and Butler found such 
a history in 20 per cent. 

If injury is the cause of the attack, it is impossible 
to give a satisfactory explanation of the appearance 
of interstitial keratitis in the other eye, but if injury 
is not the direct cause the explanation is not difficult. 

The author believes that interstitial keratitis is 
always syphilitic; that the spirochetes are present in 
the cornea and cause the disease when they reach a 


certain degree of maturity. When they have become 
mature any injury, however minor, may precipitate 
an attack or an attack may occur in the absence of a 
stimulus and in spite of anything that may be done. 
If the spirochetes are not mature, injury will not 
precipitate an attack. 

Pollock gives a brief review of the symptoms, 
diagnosis, and treatment of interstitial keratitis. 

Lyman A. Copps, M.D. 


Harman, N. B.: Phlyctenular Conjunctivitis and 
Keratitis: Causes and Prevention. Bri/. M/. J/., 
1925, ii, 379. 

That phlyctenular lesions are the frequent cause 
of permanent impairment of vision is shown by the 
fact that of 699 pupils in the schools for blind and 
myopic children in London whose disability was 
caused by inflammation of the surfaces of the eye, 
242 had suffered from phlyctenular keratitis. This 
condition is rare among the middle classes and com- 
mon among the poorer classes. Children who are well 
fed on a diet containing a large amount of fat are less 
likely to develop it than those who are not so fed. 
The condition is uncommon in infants under 1 year 
of age, increases in frequency up to the fifth year, 
and then becomes less frequent. At the age of five 
years, the mouths, noses, and throats of underfed 
children are often the sites of infection causing irrita- 
tion of the fifth nerve. 

Sixty-six per cent of the lesions are found in the 
lower and lower outer sector of the limbus. As 
the majority of unbroken phlyctenules are sterile, 
the lesion is probably not due to microbic invasion 
of the ocular tissue. Histologically, the phlyctenule 
is a blister. 

The author concludes that the disease is a mani- 
festation of some general debility and not a specific 
infection of the tissues of the eye. Definite evidence 
of tuberculosis is found in a very small percentage of 
cases. Throat inflammations are more common in 
children with phlyctenular lesions than in those with 
other types of conjunctivitis. In the author’s opinion 
the primary general condition is not tuberculosis but 
feebleness due to the lack of proper food and perhaps 
also the lack of sunlight and air. 

The prevention of phlyctenular lesions is bound 
up with the general social betterment of the people, 
the clearing up of throat and mouth infections, and 
the establishment of open air schools for debilitated 
children. Lyman A. Copps, M.D. 


Burch, F. E.: Hysterical Amblyopia and Amaurosis. 
Am. J. Ophth., 1925, 3 s., vill, 699. 

Burch reviews six cases of hysterical amblyobia 
and amaurosis, commenting on each. He emphasizes 
the necessity for excluding malingering as well as 
organic disease. The help of the neurologist, 
psychiatrist, or family physician is essential in the 
treatment and often in the diagnosis. It is necessary 
to obtain the confidence and co-operation of the 
patient, and, in the case of a child, that of his 
family. 
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“While all cures are based on suggestion and pro- 
found faith, there must be created in the mind of the 
individual an equally profound desire to regain 
vision.” Tuomas D. ALLEN, M.D. 


EAR 


Downey, J. W., Jr.: A Clinical Study of Bone Con- 
duction After the Method of Runge. Arch. 
Ololaryngol., 1925, li, 200. 


The author made a clinical study of bone con- 
duction which was a repetition of the investigations 
of Runge. In applying the test in everyday clinical 
work Downey has found it of distinct value in the 
diagnosis of complete and partial stapedial fixation 
and in the differentiation of conduction and_ per- 
ception deafness. In the physical laboratory with 
definitely controlled air pressure it can be shown 
that bone conduction can be increased up to a cer- 
tain maximum in direct proportion to the amount of 
pressure employed. 

The Bezold theory concerning increased bone con- 
duction has never been fully accepted; direct cranio- 
labyrinthine transmission of sound waves based on 
sympathetic resonance is not impossible, and changes 
in the tension of intralabyrinthine structures must 
take place. The author believes that in differential 
diagnosis the estimation of hearing by bone con- 
duction is of distinct value. 

James C. Braswett, M.D. 


NOSE AND SINUSES 


Watson-Williams, P.: Two Cases of Anatomically 
Irregular Sphenoidal Sinusitis with Defective 
Vision Illustrating the Use of the Suction 
Syringe in Localizing Focal Infection. Proc. 
Roy. Soc. Med., Lond., 1925, xviii, Sect. Laryngol., 
52. 

In the two cases of sinusitis reported by the author 
there was undoubted infection of the sphenoidal 
sinuses and posterior ethmoidal cells with well- 
marked toxic ocular defects, but the irregular devel- 
opment of the sphenoidal sinuses caused technical 
difficulties in the localization of the source of the in- 
fection. 

In the first case an overdeveloped left sphenoidal 
sinus encroaching on the opposite side was infected, 
but the smaller underdeveloped right sphenoid was 
not seriously involved. 

In the second case the right sinus, which was poor- 
ly developed, was infected, while the overdeveloped 
left sinus showed no infection. 

James C. Braswe tt, M.D. 


MOUTH 


Haden, R. L.: The Pulpless Tooth from a Bac- 
teriological and Experimental Standpoint. 

J. Lab. & Clin. Med., 1925, x, 965. 
A very high percentage of teeth which are negative 
in the roentgenogram harbor infection. Therefore 


the roentgenogram should never be depended upon 
to eliminate a tooth as a possible focus of systemic 
disease. 

In the author’s studies a very large percentage of 
the teeth which were positive in the roentgenogram 
did not harbor any infection or only such slight 
infection that it could not have been a factor in sys- 
temic disease at the time the culture was taken. In 
such cases, the infection has probably run its course 
and had become bacteria free. 

The periapical tissues of a certain percentage of 
pulpless teeth, which are either positive or negative 
in the roentgenogram are sterile when they are 
cultured in glucose-brain broth. This does not prove 
that they are really sterile, since some other method 
of culture might reveal organisms. ‘The findings 
suggest, however, that a pulpless tooth is not 
necessarily infected. 

The bacteria concerned in chronic foci are patho- 
genic as they are able to produce lesions in animals 
when they are injected intravenously. 

In certain cases, the bacteria from chronic foci 
demonstrate an unmistakable tendency to localize in 
certain parts of the body. ‘These cases afford valua- 
ble experimental proof of a causal relationship be- 
tween chronic foci and systemic disease. 

SAMUEL KAHN, M.D. 


PHARYNX 


Baer, L.: The Importance of a Laryngeal Examina- 
tion in Adults Prior to an Operation for the 
Removal of the Tonsils. Laryngoscope, 1925, xxxv, 
720. 

The author reports two cases of tuberculous 
laryngeal involvement occurring in patients who had 
had their tonsils removed. The larynx was not 
examined prior to the tonsil operation, and the 
laryngeal symptoms did not develop until after the 
operation for the removal of the tonsils. Both 
patients died. 

Baer thinks that these two cases clearly illustrate 
the necessity for a laryngeal examination prior to 
tonsillectomy as the operation may be the exciting 
cause of an acute flare-up of a latent tuberculous 
infection of the larynx. James C. Braswe.i, M.D. 


NECK 


Ladwig: Postoperative Investigations of 200 Cases 
of Basedow’s Disease (Nachuntersuchungen an 200 
operierten Basdowfaellen). 49 Tag. d. deutsch. Ges. 
f. Chir., Berlin, 1925. 

In a postoperative review of 200 cases of Base- 
dow’s disease Ladwig found that operation had 
yielded permanent results in 80 per cent. This does 
not mean that all symptoms had disappeared in 
every case. Exophthalmos, for instance, did not 
always recede completely. There were also instances 
in which the pulse rate remainedincreased. However, 
8o per cent of the patients might be considered as 
practically healthy. 
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In Basedow’s disease the thyroid gland is not 
affected alone. In three of the cases reviewed there 
was a recurrence of the struma in spite of good re- 
sults as regards the Basedow symptoms. Relapses 
often occur during other diseases and pregnancy. 

Although ten permanent results were obtained by 
simple ligation of the arteries, a wedge-shaped re- 
section was performed following ligation of three 
arteries in the majority of cases. The neuropathic 
aspect of the condition is most difficult to influence 
by operation. The blood picture remains unchanged. 
Careful postoperative care is of great importance. 

STETTINER (Z). 


Barker, H. B.: The Injection of Absolute Alcohol 
into the Thyroid Gland: Experimental Obser- 
vation of a Suggested Clinical Procedure. Arch. 
Surg., 1925, ii, 180. 

The author injected the thyroid glands of vight- 
een dogs with absolute alcohol and determined the 
amount of coagulation necrosis produced in the 
areas injected. The necrosis was in direct propor- 
tion to the quantity of alcohol injected. The ulti- 
mate picture was one of fibrous tissue replacement 
of the destroyed thyroid tissue. 

There was no immediate or delayed general effect 
from the alcohol. The largest quantity used at one 
time was 10 c.cm. The ease with which alcohol can 
be injected and the harmlessness of the procedure 
suggest the use of this solution for the destruction 
of thyroid gland tissue as a preliminary therapeutic 
measure in clinical cases. The process of destruc- 
tion resembles that produced by the injection of 
boiling water, but is accomplished without incon- 
venience and without special apparatus. 

Clinical cases of toxic goiter treated by injections 
of absolute alcohol are now under observation by 
the author. Artuur L, Surerrcer, M.D. 


Colp, R., and Louria, H. W.: Dyspnoea Following 
Thyroid Operations. Arch. Surg., 1925, ii, 200. 

In experimental work the authors attempted to 
prove that fatal dyspnoea following thyroidectomy 
is not due directly to nerve injury, tracheal stenosis, 
or both, but is probably the result of a combination 
of factors including cardiorespiratory collapse. 

In the cases of ten dogs the larynx was examined 
with a Brown-Berger urethroscope and the two in- 
ferior laryngeal nerves were isolated and stimulated 
with varying degrees of the faradic current, singly 
and together, under deep and light anaesthesia. 

The effect of stimulation of the recurrent laryn- 
geal nerves on the movements of the vocal cords of 
the anesthetized dogs was found to depend upon 
the depth of the anawsthesia. Under deep narcosis 
there was no response, while under moderate anas- 
thesia the cords were abducted. As the animals 
recovered from the anesthesia the posterior portions 
of the glottis were abducted, and finally complete 
adduction occurred. Section of both recurrent la- 
ryngeal nerves caused the cords to assume the cadav- 
eric position. 


HEAD AND NECK II 


Experimentally, tracheomalacia may be simulated 
by the resection of tracheal cartilages. In dogs, as 
many as seven tracheal rings can be excised without 
causing appreciable collapse of the tracheal wall. 

ARTHUR L, SHREFFLER, M.D. 


Charbonnel, M.: Tetania Parathyreopriva; Para- 
thyroid Grafts (Tétanie parathyréoprive et greffes 
parathyroidiennes). J. de chir., 1925, Xxv, 112. 

The author reports a case of parathyroid tetany 
and discusses the condition in the light of present- 
day knowledge. The article is supplemented by an 
extensive bibliography of the literature appearing 
since 1905. 

In the case reported a thyroidectomy was per- 
formed for a large struma of many years’ standing, 
supposedly the site of early malignant change. In 
the specimen a parathyroid gland was found but no 
cancer tissue. The evening following the operation 
the patient complained of cramps in the hands and 
feet. The following day contractures and attacks of 
trembling occurred. After three days these symp- 
toms subsided, but were replaced by tingling sensa- 
tions in the same regions. ‘There then developed, in 
the absence of signsof infection or pulmonary change, 
a fever of 100 degrees F. and attacks of dyspnoea. At 
this time the reactions of Chvostek, ‘Trousseau, and 
Erb were noted and there was a psychic change 
somewhat short of a psychosis, characterized by ex- 
citation, insomnia, and polyphrasia. After eleven 
days the fever subsided. 

Irom the onset of the tetany up to the thirteenth 
postoperative day the patient was given thyroid ex- 
tract (0.04 gm.) and calcium chloride (3.0 gm.) by 
mouth. When this treatment was discontinued the 
spasms promptly returned and gradually increased 
in severity. At the end of a month, a parathyroid 
gland of a horse was implanted into the subperitoneal 
tissue. ‘The wound healed by first intention. 

During the first few days after the operation there 
was a profuse diarrhoca, and two violent epileptiform 
attacks occurred. Since then, however, the general 
condition has been better but when the medication 
is discontinued the tetany returns. For four months 
the condition has remained the same. No trophic 
disturbances have been observed, but the lesser 
signs of tetany can be detected. 

In this case the effect of the graft lasted for about 
a month. The symptoms were evidently controlled 
chiefly by the calcium and thyroid treatment. 

According to Berard, the frequency of parathyroid 
tetany is 3 percent. Its incidence following bilateral 
extracapsular thyroidectomy is given as 23 per cent 
by von Eiselsberg and as 30 per cent by Grassmann 
(1923). After partial or unilateral lobectomy it oc- 
curs in 2.5 per cent of the cases according to Reverdin 
(1898), in 0.5 per cent according to Kocher, and in 5 
per cent according to von Eiselsberg. It is especially 
frequent following operations for Basedow’s disease 
with ligation of the arteries at a distance from the 
gland. The suggestion has been made that some of 
the symptoms of Basedow’s disease are due to 
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parathyroid insufficiency. Pregnancy following thy- 
roidectomy predisposes to tetany. An_ influence 
exerted by the ovaries has been demonstrated ex- 
perimentally by Adler and Thaler. 

The prophylaxis is the conservation of the para- 
thyroids. ‘Tetany is observed more frequently in 
Germany where the extensive operations are per- 
formed more commonly. The intraglandular enu- 
cleation of Socin in France is seldom followed by 
this sequela but exposes the patient to a greater risk 
of recurrence of the hyperthyroidism. 

At the present time most surgeons prefer an 
enucleation which is extracapsular anteriorly and 
intracapsular posteriorly and medially, preserving 
the parathyroids and avoiding injury to the recur- 
rent laryngeal nerve. The arteries are ligated at a 
distance from the gland. 

In the last four years, Syring, following this 
technique, has seen tetany of various degrees in 2.6 
per cent of the cases. He attributed it to ischaemia 
of the parathyroids due to the quadruple ligation of 
the thyroid arteries. To overcome this difficulty he 
has adopted the practice of occluding the inferior 
arteries only temporarily in the course of the opera- 
tion or of leaving one of the four entirely without a 
ligature. In the presence of carcinoma an extensive 
operation is necessary, but as patients with malig- 
nancy of this type are usually aged and subject to a 
general glandular atrophy, tetany rarely follows. 

Postoperative tetany is always serious. Billroth 
reported eight quick fatalities in sixteen cases and 
Grassmann forty in 160 cases. Death occurred with 
vomiting, hyperthermia, spasms of the diaphragm 
and glottis, and bulbar disturbances. Recovery or a 
change to chronicity with remissions and exacerba- 
tions is dependent upon hypertrophy of the remain- 
ing parathyroid tissue, normal or accessory. ‘The 
chronic condition is apt to be associated with inter- 
current maladies, contractures, formication, epilepsy, 
psychoses, profuse diarrhoea, general debility, 
pneumonia, cataract (in 50 per cent of the cases), 
and optic neuritis. The appearance of tetany may 
be long delayed and may even be preceded by myx- 
oedema. The parathyroids may undergo degenera- 
tion as the result of vascular lesions or cicatrices. 

Medical treatment is directed toward reducing the 
irritability of the nervous system, combating the in- 
toxication, and supplying calcium. The usual seda- 
tives (chloral, bromides, and morphine) have little 
or no influence. 


Because of the intestinal intoxication, the diet 
should be low in protein. A milk diet may be bene- 
ficial. Fruits must be avoided because of the influ- 
ence of organic acids on the metabolism of calcium. 

Ultraviolet rays may be given a trial since in other 
forms of tetany they have been found to cause an 
increase in the blood calcium. 

Calcium should always be supplied in doses ap- 
proaching the patient’s tolerance. It may be given 
by mouth or intravenously in the form of lactate. 
By this means the symptoms are always ameliorated, 
but often the progress of the condition is delayed only 
temporarily. 

Opotherapy gives inconstant results. Parathyroid 
gland administered by mouth is without clearly 
demonstrated value; administered intravenously, it 
has caused slight or even marked improvement, but 
the difficulty of obtaining a sufficient amount of the 
gland renders its use impractical. Thyroid has oc- 
casionally been found beneficial and is indicated 
especially when some degree of myxoedema accom- 
panies the tetany. 

Surgical treatment by means of grafts seems the 
most logical. In general, autogenous grafts are uni- 
formly efficient. The results of homoplastic grafts 
are extremely variable. Most surgeons believe that 
heteroplastic grafts are of no value whatever. The 
feasibility of implanting autoplastic and homoplastic 
transplants is seriously compromised by the difficulty 
in identifying the parathyroids. Borchers, after 
eleven transplantations, found that the supposed 
parathyroid was an accessory thyroid in eight cases, 
a lymph node in one, and a parathyroid gland in only 
one. 

Twenty-four cases of tetany are cited from the 
literature. The results of treatment are difficult to 
appraise. The word “amelioration” is used fre- 
quently but the improvement may have _ been 
spontaneous. In seven cases the result seemed defi- 
nitely good and in seven others the patient was bene- 
fited. 

Following total extirpation of the parathyroids 
the tetany develops so rapidly that a graft cannot 
take and function in a sufficiently short time to be 
beneficial. In less severe forms, medication may sus- 
tain the patient pending the re-adjustment of the 
organs of internal secretion. If a cure is not ob- 
tained, the patient should receive the advantage of 
any benefit that might be offered by a graft. 

Abert F. DeGroat, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Traquair, H. M.: Acute Retrobulbar Neuritis 
Affecting the Optic Chiasma. Brit. J. Ophih., 
1925, ix, 433. 

Traquair reports four cases of acute retrobulbar 
neuritis affecting the optic chiasma and tract, and 
cites ten cases collected by Roenne. Traquair’s 
patients were women between 24 and 36 years of age, 
none of whom showed at the time nor developed 
later any definite evidence of nervous diseases. Two 
complained of headaches and “‘bilious attacks,”’ but 
the others appeared to be in perfect health. No 
marked swelling of the nerve head was seen. Pallor 
of the disk was noted in two cases. The field changes 
were characterized by hemianopic defects with cen- 
tral scotoma and relatively little peripheral dis- 
turbance. 

Roenne considers very characteristic and almost 
diagnostic the wandering character of the defects, 
which move from one part of the field to another, the 
previously involved portions then recovering their 
function. 

The author accepts the view of Roenne that there 
is an inflammatory or degenerative condition which 
has its starting point in the chiasma or tract, is 
primary in this part of the visual path, and is related 
to multiple sclerosis and the optic neuritis which oc- 
curs in acute myelitis. 

For the diagnosis a very careful study of the visual 
fields must be made. Pressure on the chiasma or 
tract by a tumor causes persistent and increasing 
headache and visual defects. 

In localized syphilitic basal meningitis the field 
changes, if present, are grosser and there is practi- 
cally always other evidence. Apart from injuries, 
suprageniculate lesions and certain vascular condi- 
tions in the cortex rarely, if ever, cause central de- 
fects. 

The prognosis is usually excellent. 
form of treatment is indicated. 

Lyman A. Copps, M.D. 


No special 


Terracol, J.: The Sphenopalatine Ganglion (Le 
ganglion sphénopalatin). Arch. internat. de laryngol., 
1925, XXxi, 787. 

The sphenopalatine ganglion is situated at the 
back of the pterygomaxillary fossa near the spheno- 
palatine foramen, in front of the anterior orifice of 
the vidian canal, below and inward from the superior 
maxillary nerve, and above the palatine nerve. The 
author shows its position and relations by diagram- 
matic sketches. The ganglion seems to have a 
double origin—from the gasserian ganglion and the 
geniculate ganglion—and to be made up of a sort of 
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fusion of sympathetic elements and elements of 
cerebrospinal type. It varies greatly in size and 
form, but most frequently is a simple plexus of 
triangular shape with its apex backward and internal 
and its base in front and external. 

An important point to be borne in mind in surgery 
of the ganglion is the relation of the vidian canal to 
the posterior sinuses, the sphenoid sinus, and the 
posterior ethmoid labyrinth. ‘This relation depends 
upon the degree of pneumatization; the more pneu- 
matized the sinus, the closer its floor to the canal 
and the thinner the intervening wall. 

It has been generally accepted that the spheno- 
palatine ganglion is a sympathetic ganglion, but it 
is impossible to say without further study that it is 
entirely sympathetic. It is a plexus where fibers of 
the cerebrospinal system and the sympathetic 
system converge, but just what part is played by 
each is unknoWn. All that can be said is that it has 
two roots—a sensory-sympathetic root, the vidian 
nerve, and a sensory root, the sphenopalatine nerve. 
It anastomoses with the ophthalmic ganglion, the 
otic ganglion, the optic nerve, and the great sym- 
pathetic nerve. These anastomoses explain many of 
the distant symptoms produced by lesions at a given 
point. 

There are three ways of approaching the ganglion 
for purposes of injection—the endonasal route, the 
zygomatic route, and the palatine route. In the 
endonasal route the membrane over the spheno- 
palatine foramen is punctured to enter the pterygo- 
maxillary fossa. In the great majority of cases this 
opening is found slightly back of the tail of the mid- 
dle turbinate. In general, the posterior root of in- 
sertion of the middle turbinate on the vertical lamina 
of the palatine bone continues along the lower border 
of the sphenopalatine foramen. The average distance 
which separates the anterior nasal spine from the 
sphenopalatine foramen is between 65 and 68 mm. 

The mucous membrane which covers the spheno- 
palatine foramen may be perforated cither per- 
pendicularly by Ramadier’s method or obliquely by 
Sluder’s method. The technique of each of these 
methods is described in detail. The endonasal route 
can be used only by trained rhinologists as it re- 
quires great skill and a knowledge of the basal fossa 
to reach the ganglion in this way. Some noses, 
and particularly those that are apt to have trifacial- 
sympathetic disturbances, are small and difficult of 
access. An untrained operator will almost always 
locate the tail of the middle turbinate too far for- 
ward and therefore make the injection too far for- 
ward, striking the ethmoid labyrinth or the superior 
meatus instead of the ganglion. 

The zygomatic route is recommended by surgeons. 
The zygomatic process is situated on the same 
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horizontal line with the back of the sphenopalatine 
foramen. This route is not dangerous and may be 
followed by any surgeon, but blocking of the ganglion 
is difficult on account of its distance and the presence 
of the superior maxillary nerve; it is hard to discrim- 
inate between the two organs. 

The palatine route is recommended by dentists. 
Entry is made through the posterior palatine fora- 
men. In the author’s opinion this is the route of 
choice because there is no chance of taking a wrong 
route and the needle is easily engaged in the canal 
and is sure to reach the ganglion. 

The sphenopalatine ganglion has been sectioned 
surgically, but retrogasserian neurotomy gives more 
certain and durable results. 

Auprey G. Morcan, M.D. 


SYMPATHETIC NERVES 


Zeno, A.: Perforation of the Femoral Artery Seven 
Days After Sympathectomy (Perforacién de la 
arteria femoral siete dias de una simpaticectomfa). 
Bol. y trab. Soc. de cirug. de Buenos Aires, 1925, ix, 209. 

Zeno reports the case of a man 35 years of age who 
suffered intense pain in the left foot, which was espe- 
cially severe at night and resisted all treatment. In 
the right leg the circulation was good, but in the left 
leg the pulsations disappeared above the foot. The 
left foot was always more anemic in appearance 
and colder than the right. 

Sympathectomy was performed on the left femoral 
artery under spinal anesthesia. The walls of the 
artery were greatly thickened, the caliber of the 
vessel being about that of the brachial artery. 

The day after the operation the pain was more 
severe and the extremity had a purple tint. Two 
days later the little toe was almost black. Six days 
after the operation the incision was hyperamic and 
painful and there was a moderate seropurulent dis- 
charge. The next day a hemorrhage of about 500 
c.cm. of blood occurred. The wound was opened 
and packed. A few hours later it was explored under 


general anesthesia, clots were removed, and the 
artery was ligated. Eleven days later amputation of 
the extremity became necessary. Complete recovery 
followed. Witiiam R. Meeker, M.D. 


Wertheimer, P.: The Surgery of Muscle Tonus 
(Considérations sur la chirurgie du tonus muscu- 
laire). J. de chir., 1925, xxvi, 1. 

Experimental work by Royle and Hunter recently 
established the fact that section of the sympathetic 
rami communicantes changes the character of the 
rigidity following decerebration by abolishing plastic 
tonus. 

There are two elements in muscle tonus, namely, 
contractile tonus which imposes a position on the 
muscle as the result of the shortening of definite 
muscle groups, and plastic tonus which maintains 
the muscle in this position. Section of the rami 
communicantes abolishes plastic tonus without af- 
fecting contractile tonus, while section of the poste- 
rior roots destroys contractile tonus and leaves 
plastic tonus intact. The plastic element of muscle 
tonus follows a spinal and ganglionic reflex arc be- 
longing to the sympathetic system and subject to 
subjacent centers of regulation and co-ordination. 
The function of the plastic element is the mainte- 
nance of attitudes. Decerebration increases it to an 
extreme degree, while section of the rami communi- 
cantes abolishes it. 

The essential indication for section of the rami 
communicantes is an excess of plastic tonus. This 
operation is the procedure of choice for all conditions 
of paralysis or contracture in which plastic tonus is 
exaggerated, provided sufficient cerebral control re- 
mains, the tendon reflexes are not too active, and the 
mental condition permits re-education. Its effect is 
a decrease in reflex hyperexcitability and rigidity, a 
decrease in the plastic element of tonus, and im- 
provement in muscle control which makes it possible 
for the patient to walk because he can change freely 
from one position to another. 

Aubrey G. Morcan, M.D. 
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SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Miller, C. J.: Pelvic Lesions as a Contributing 
Factor in Chronic Cystic Mastitis. Am. J. Obst. 
& Gynec., 1925, X, 375. 

More than so per cent of breast conditions seen 
today are obviously benign, while a large percentage 
of the remainder are of the borderline type in which 
an exploratory incision and a laboratory examina- 
tion are necessary for diagnosis. Very frequently 
pelvic disease is the cause of chronic cystic mastitis, 
particularly in young women. Very frequently also 
the breast condition will disappear with no local 
treatment at all if the pelvic condition is entirely 
corrected. 

The correction of displacements, the cure of adnexal 
disease, the relief of menstrual irregularities of vari- 
ous sorts, and even the repair of lacerations have re- 
sulted in a cure of mastitis, often without the removal 
of the affected area. 

In the discussion of this report Warp stated that 
the only difficulty with regard to Miller’s point is its 
practical application and that great care should be 
exercised in holding and watching the patient for a 
sufficient period of time to be sure that the condition 
will not ultimately prove malignant. 

E. L. Cornett, M.D. 


Lee, B. J., and Herendeen, R. E.: Radium in 
Breast Cancers. Ann. Surg., 1925, |xxxii, 404. 


This article is a review of the results obtained in 
ninety-two cases of cancer of the breast which were 
treated in the period from April 1, 1919, to April 1, 
1922. 

The cases are divided into three groups. Group 
1 consisted of thirty-one cases in which irradi- 
ation was given before or both before and after 
operation. In Group 2 there were twenty-eight cases 
in which only postoperative irradiation was given. 
Group 3 consisted of twenty-four cases treated only 
by operation. 

Excluding patients with relatively benign condi- 
tions, 46 per cent of the patients in Group 1, 33 per 
cent of those in Group 2, and 21 per cent of those in 
Group 3 are alive and well. All of those with rela- 
tively benign conditions are still living and in good 
health. 

This study has convinced the authors that pre- 
operative and postoperative irradiation is of value as 
an adjunct to surgery in the treatment of carcinoma 
of the breast. The best results were obtained when 
both pre-operative and postoperative irradiation was 
given. 

The end-results in these cases are determined 
largely by the plan of the roentgen-radiation and the 
dosage employed. 


Davis, B. B.: Further Experience in Cancer of the 
Breast. Surg., Gynec. & Obst., 1925, xli, 342. 

Of the author’s 113 patients treated for cancer of 
the breast, ninety-six have been traced. Of these, 
forty-nine have died of cancer, four are now suffering 
from a recurrence or metastasis, and forty-three are 
alive and well. Forty-four and eight-tenths per cent 
have been free from recurrence for from five to 
fifteen years. 

In advanced cases an X-ray examination should 
be made for metastases in the thorax and skeleton. 
The presence of metastases contra-indicates opera- 
tion. 

Early diagnosis is of the most vital importance. 
All lumps in the breast should be regarded as poten- 
tially malignant and should be removed and sub- 
jected to careful microscopic examination by the 
pathologist. 

In operating for cancer of the breast, the rule is to 
cut wide of all tissue that does not appear entirely 
normal. No cancerous tissue should be seen during 
the operation. The lymph-bearing fascia should be 
widely removed. The axillary dissection is impor- 
tant. Rough handling and tearing must be avoided. 
The fat and glands should be dissected in one mass, 
beginning at the apex of the axilla. 

To prevent limitation of movement, pain, and 
swelling, the arm should be kept at a right angle to 
the thorax during the first eight or ten days after the 
operation and the patient should be told to move it 
many times daily. H. Hoyr Cox, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Jackson, C., Tucker, G., Clerf, L. H., Lukens, R. 
M., and Moore, W. F.: Hamatemesis: A Plea 
for Objective Methods of Diagnosis. J. Am. M. 
Ass., 1925, Ixxxv, 870. 

Vomited blood may come from any part of the air 
passages as well as from the food passages. 

If examinations of the gums, mouth, nasal cham- 
bers, pharynx, and larynx are negative and the 
roentgen ray does not show a lesion in the stomach, a 
bronchoscopic or cesophagoscopic examination or 
both should be made. 

(Esophagoscopy is safe because the cesophagosco- 
pist can sce what is ahead of the tube. He advances 
the tube when he sces a lumen; he does not push it 
through tissue. 

Peptic ulcer of the oesophagus as a cause of 
hematemesis has been overlooked. This lesion can 
be diagnosed only by cesophagoscopy. 

The cardinal rule in hamatemesis with negative 
roentgen-ray findings should be: follow the blood to 
its source by objective methods. 

H. Hoyt Cox, M.D, 
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Jackson, C., and Lee, W. E.: Acute Massive Collapse 
of the Lungs. Ann. Surg., 1925, 1xxxii, 364. 

In 1914 the English Pasteur reported a group of 
201 cases of pulmonary complications, sixteen (8 per 
cent) of which were cases of massive collapse of the 
lungs. In all of these cases the condition followed an 
abdominal operation. 

The onset of the symptoms is usually very sudden 
and alarming in its severity. It may occur from a 
few hours to seven days after the operation. The 
respiratory movements of the affected side are dim- 
inished and the dome of the diaphragm on the affect- 
ed side is immobile and abnormally high. Dulness is 
noted on percussion over the affected area. In one 
group of cases the vocal fremitus and breath sounds 
are diminished or absent, while in another group the 
vocal fremitus is increased over the dull area, the 
breath sounds are increased and tubular or amphoric 
in character, and bronchophony and pectoriloquy 
are well marked. The difference in the physical signs 
probably depends upon the patency of the bronchi. 
Displacement of the heart toward the affected side 
is the most characteristic sign. The X-ray is of great 
diagnostic aid. The clinical varieties of collapse are 
the lobular, lobal, and total. 

The condition may develop as a congenital de- 
formity or may occur spontaneously. It may follow 
infection of the lungs or bronchi, as in pneumonia 
and purulent bronchitis, or may be the result of non- 
penetrating traumatisms of the chest wall and the 
adjacent abdominal wall, the buttocks, and the pel- 
vis. Jackson has demonstrated its occurrence in 
cases of foreign bodies in the bronchi. Following 
abdominal operations its incidence is probably 
greater than 8 per cent. 

Following a review of the literature on the 
etiology the authors state that they believe the 
essential factors are obstruction of the bronchial tree 
and some interference with the respiratory move- 
ments. Obstruction of the bronchial tree is followed 
by the absorption by the pulmonary circulation of 
the air imprisoned in the alveolar spaces distal to the 
obstruction. 

The authors report a case of acute massive collapse 
of the lung following operation. In this case Tucker 
made a bronchoscopic examination and removed the 
pus through the bronchoscope. This allowed the 
pulmonary tissue distal to the site of obstruction to 
expand, as was demonstrated by clinical examination 
and serial X-ray pictures. Restoration to normal 
occurred within forty-eight hours. In a similar case 
reported, spontaneous relief was not complete until 
the end of six weeks. 

Pneumonia, purulent bronchitis, and pleurisy are 
not uncommon complications of massive collapse of 
the lung. In the diagnosis the condition must be 
differentiated from acute dilatation of the heart, 
pulmonary embolism, pleurisy with or without effu- 
sion, pneumothorax, and diaphragmatic hernia. 

Tidy explains the contralateral collapse associated 
with non-penetrating wounds of the chest wall by the 
fact that the patient immobilizes the respiratory 


movements of the well side by lying upon that 
side. 

Definite steps for the prevention of massive col- 
lapse of the lung can be taken by the reduction of 
operative trauma, the conservative use of morphine 
and other inhibitors of the cough reflex, and the pre- 
vention of unnatural or fixed postoperative positions. 
The dangers of the condition are due chiefly to its 
complications. 

Jackson discusses briefly the three types of 
bronchial obstruction and the pulmonary conditions 
by which they are followed. 

J. Frank Doucury, M.D. 


Burrell, L. S. T., and Melville, S.: The Value of 
Lipiodol in the Diagnosis of Bronchiectasis. 
Lancet, 1925, ccix, 278. 

The diagnosis of bronchiectasis, especially as re- 
gards the extent of involvement, is often extremely 
difficult. In some cases it may be impossible even 
with a roentgen examination. The indications for 
such therapeutic measures as artificial pneumo- 
thorax or thoracoplasty are dependent largely upon 
whether the condition is unilateral or bilateral, and 
the determination of this may be greatly facilitated 
by the intratracheal injection of lipiodol. 

The authors report a case in which one lung, as 
judged from both the clinical and the roentgen point 
of view, was believed sufficiently free from the dis- 
ease to warrant thoracoplasty on the opposite side, 
but after the use of lipiodol the X-ray showed suffi- 
cient involvement at the base of the supposedly well 
lung to contra-indicate such a procedure. 

Apo.pu Hartunec, M.D. 


HEART AND PERICARDIUM 


Schmieden: The Results of Pericardiectomy in 
Chronic Retractive Pericarditis (Erfahrungen 
ueber die Perikardiektomie bei Pericarditis chronica 
retrahens). 49 Tag. d. deutsch. Ges. f. Chir., Berlin, 
1925. 

Schmieden presented two patients upon whom he 
had performed a pericardiectomy six years ago when 
they were in a desperate condition with severe oedema, 
very marked dyspnoea, and cyanosis. Both of the 
patients were cured and one of them is now able to do 
farming. In all, Schmieden has performed six oper- 
ations on five patients. Two are cured, one has been 
benefited, one died, and one is still under treatment. 

The operation consists in the removal of portions 
of the pericardium and the liberation of the heart 
from adhesions. The plan of the operation must be 
based upon the requirements of the particular case. 
The pericardium provides not only a gliding surface, 
but also a covering for the heart. When one portion 
of the heart suddenly becomes free from this cover- 
ing it pushes forward and if the remaining portion 
continues to be bound down harm results. It is 
therefore a problem of grave importance to deter- 
mine in a given case whether the left or the right 
ventricle or auricle should be freed first. 
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The subsequent treatment is also of importance. 
At this stage theozin often proved valuable. 

SAUERBRUCH (Munich), in the discussion of this re- 
port, spoke of the cases in which removal of the bony 
wall of the thorax is all that is necessary for cardio- 
lysis and those in which a procedure such as that 
described by Schmieden is necessary. By means of 
the latter method he obtained one cure lasting for 
seven years. In another case death resulted as he 
operated too late. In one case in which the cardiac 
disturbances were the result of shrinkage of the lung 
due to tuberculosis, phrenicotomy was sufficient. 

FIscHER (Frankfort) emphasized the importance 
of judging the functional capacity of the different 
parts of the heart in order to determine the operative 
method to be employed. He stated that it is general- 
ly assumed that the heart which is embedded in 
adhesions is small, but that this is not always the 
case; in some instances it may be enlarged. By means 
of the roentgen ray the motility of the various con- 
tours can be determined. In one case the X-ray 
showed that the apex of the heart was held fast and 
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that the superior vena cava was obstructed. In an- 
other case the contour was seen to be immobile. A 
frontal view showed distinctly that the cause of this 
immobility was adhesions. It is desirable to take 
such views with the aid of a test meal in order that 
the oesophagus may be outlined distinctly. In addi- 
tion, roentgenograms and fluoroscopic examinations 
should be made in the first and second diagonal 
diameters. An.exact roentgen-ray diagnosis is of 
great aid in the planning of the operation. 
TILLMANN (Cologne) called attention to the differ- 
ence in operating after an acute inflammation has 
run its course and while such an inflammation is still 
active. He reported two cases. In one, it was 
sufficient to remove the bony wall of the thorax. In 
the other, it was necessary to resect the pericardium 
and the operation revealed a focus of exudate. The 
exudate collected again and was removed by punc- 
ture. The symptoms then disappeared. After a 
period of nine months another collection of exudate 
occurred, but the parents refused permission for an- 
other puncture and the child died. Srerriner (Z). 
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GASTRO-INTESTINAL TRACT 


Piersol, G. M., Bockus, H. L., and Bank, J.: The 
Practical Value of Neutral Red as a Test for 
Gastric Secretory Function. Am.J.M. Sc., 1925, 
clxx, 405. 

The authors found that only a small fraction of the 
amount of neutral red injected either intravenously 
or intramuscularly is eliminated by the stomach. 
The entire glandular tissue of the stomach partici- 
pates in this excretion. 

The greater proportion of the dye is excreted by 
the liver, kidneys, and small intestines. 

There is a rough relationship between the amount 
of dye secreted, the time of its appearance, and the 
degree of gastric acidity. In low-acid stomachs a 
delayed secretion rate and diminished quantities are 
generally found. 

Neutral red does not appear in the stomach in 
cases of true achylia gastrica except when it is carried 
there by duodenal regurgitation. 

Neutral red can be looked upon as only an imper- 
fect test for gastric function since it furnishes no 
information as to the motor power of the stomach. 


Meyer, K. A., and Brams, W. A.: The Diagnosis and 
Treatment of Hour-Glass Stomach. Surg. Clin. 
N. Am., 1925, V, 1105. 

Two cases of gastric ulcer are presented with a dis- 
cussion of the symptoms and roentgen signs present 
after the occurrence of hour-glass deformity. 

When the intermittent pain typical of ulcer be- 
comes persistent and severe and fails to be relieved 
by the usual measures, the advent of a complication 
is indicated. The complication may be adhesions, 
malignancy, spasmodic contraction, or organic ste- 
nosis. Vomiting in cases of ulcer is caused by a 
reduction in the capacity of the stomach which may 
be due to infiltration of the stomach wall, shrinkage, 
or stenosis. ‘True hour-glass deformity can be recog- 
nized by fluoroscopic examination and must be 
differentiated from local and reflex spasm and the so- 
called cascade stomach. Cascade stomach is due to 
pressure on the greater curvature from gas in the 
colon, and may be relieved by elimination of the gas. 
Spasm may be eliminated by the use of antispas- 
modics. The disappearance of occult blood in the 
feces under rigid medical treatment for ulcer is of 
significance in excluding malignancy. 

The stenosis indicated by the X-ray may be con- 
siderably greater than that demonstrable at opera- 
tion. This has been found due to disproportionate 
involvement of the mucosa in scar tissue or a com- 
bination of spasm and mucosal scarring. 

Hour-glass stomach is essentially a lesion for 
surgical treatment. Partial gastrectomy is advocated 
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because it removes the ulcer and ulcer-bearing area 
and reduces the gastric acidity, and because pyloric 
stenosis due to ulcer has been found associated with 
from 20 to 25 per cent of ulcers of the pars media. 
The choice of operation rests finally, however, on the 
ability of the patient to withstand operation and 
upon the findings at operation. 
Harry W. Bacuman, M.D. 


Baake, F.: Foreign Protein Therapy in Gastric and 
Duodenal Ulcer (Die Proteinkoepertherapie beim 
Magenund Duodenalulcus). Mitt. a. d. Grenzgeb. d. 
Med. u. Chir., 1925, xxxviii, 404. 

Baake reports the results of the intravenous pro- 
tein treatment of 250 cases of ulcer of the stomach or 
duodenum. Eighty-three of the patients were entire- 
ly freed from symptoms, 110 were benefited, and 
fifty-seven were not benefited. In eighty-two cases 
in which a re-examination was possible the incidence 
of improvement was about the same. 

In general, the results were best in cases of ulcer 
of the lesser curvature, less fa'vorable in those of 
ulcer at the pylorus, and least favorable in cases of 
duodenal ulcer and those with symptoms following 
gastro-enterostomy. A definite general reaction after 
the injection is most important for a beneficial effect. 
Local reactions do not alwa'ys occur but are also re- 
garded as indications of a favorable prognosis. 

Not more than ten or twelve injections should be 
given in any one case. In sixty cases a recurrence 
developed. In most instances this was noted in the 
first four months and responded very favorably to 
renewed treatment. In two cases even a third course 
of treatment resulted in freedom from symptoms. As 
a rule the X-ray findings corresponded to the clinical 
improvement. 

The results to date justify a trial of foreign protein 
treatment in all cases of gastric and duodenal ulcer, 
including those in which other conservative methods 
have proved unsuccessful. As contra-indications to 
the treatment, only chronic recurring hemorrhage 
and active tuberculosis are to be considered. 

GOLLWITZER (Z). 


Von Friedrich, L.: Protein Therapy for Gastric and 
Duodenal Ulcers (Zur Frage der Proteintherapie 
der Magen- und Duodenalgeschwuere). Muenchen. 
med. Wchnschr., 1925, |xxii, 428. 


On the basis of his experience in 100 cases the 
author has come to the conclusion that duodenal 
ulcers are more amenable to protein therapy than 
gastric ulcers. In callous penetrating ulcers and 
bleeding ulcers the treatment proved unsuitable as 
the bleeding now and then recurred. 

Von Friedrich believes that protein therapy is 
indicated when all other methods fail, but by this he 
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does not mean that it should be tried before every 
operation. 

Injections of protein have no diagnostic value 
whatever. The course of treatment consists of from 
ten to twelve injections. The best results were ob- 
tained by giving small doses at first and gradually 
increasing them. The results as regards the perma- 
nency of the cure cannot be designated as favorable. 
The chief advantage of the treatment is its economic 
aspect as it can be given to ambulatory patients. 

BRAUN (Z). 


Balfour, D. C.: The Sequelz of Gastro-Enteros- 
tomy. Ann. Surg., 1925, \xxxii, 421. 

Since the operation of gastro-enterostomy is per- 
formed so very often, a failure or a complication in 
even a small percentage of cases affects in the aggre- 
gate a considerable number of patients. As a result, 
secondary operations, which usually include ablation 
of the anastomosis, are often, although relatively 
infrequently, required. The author has reviewed 343 
cases in which the stoma had to be closed. In more 
than half of the cases the original anastomosis 
appeared to have been unnecessary and was oc- 
casioned presumably by too wide an application of 
the operation. The author asserts that the operation 
should not be performed unless a lesion can be found, 
and advocates intravisceral exploration when the 
operative findings contradict the positive clinical 
diagnosis. In rare cases the conclusiveness of the 
clinical diagnosis may alone justify the operation. 

The conclusion that gastro-enterostomy was un- 
necessary is established by the pre-operative history, 
the operative findings (when a reliable description 
of them is available), the modification of symptoms 
and the addition of new ones, the determination 
of an extragastric cause, and the roentgenological 
findings. 

In the remaining cases of the series reviewed 
failure followed justifiable operation and was due to 
a defect in the operative technique, concomitant 
but unrecognized intra-abdominal disease, or re- 
curring ulcer. 

Inadequate drainage is the usual result of incor- 
rect technique. The stoma cannot function properly 
if it is too small or is improperly placed, and incorrect 
length of the jejunal loops leads to retention of the 
jejunal contents and regurgitation of bile or distor- 
tion and kinking. 

While gastro-enterostomy probably gives better 
results than any other operation for uncomplicated 
duodenal ulcer, it cannot be relied upon perma- 
nently to relieve the symptoms of gastric ulcer or to 
prevent complications unless it is combined with re- 
moval of the ulcer. Partial gastrectomy for simple 
duodenal ulcer is safe, but scarcely justifiable as 
yet. For the bleeding type of duodenal ulcer, ex- 
cision of the ulcer should be combined with some 
form of gastro-enteric anastomosis. 

Recurring ulcer, either at the original site or else- 
where, is found in less than 4 per cent of cases, 
and stomatal ulcer in 1.44 per cent of the cases 


following gastro-enterostomy for chronic peptic ulcer. 
The symptoms are similar to those of the original 
ulcer, but there is a difference in the site, intensity, 
and relative intractability of the pain, and the in- 
cidence of hemorrhage is increased. Operative inter- 
ference is therefore more strongly indicated. 

The surgical treatment is discussed. Ablation of 
the anastomosis may be the only surgical procedure 
or may be associated with pyloroplasty or gastro- 
duodenostomy, cholecystectomy or appendectomy, 
re-establishment of the anastomosis, or partial 
gastrectomy. The technique is described in detail. 


Delore, X., Creyssel, J., and De Rougemont, J.: 
Two Forms of Mild Peritoneal Reaction in 
Gastric Surgery: Vicious Circle and Acute 
Gastric Dilatation (Sur deux modes larvés de 
réaction péritonéale en chirurgie gastrique: circulus 
vitiosus et dilatation gastrique aigué). Rev. de 
chir., Par., 1925, xlix, 405. 

When vomiting of a persistent and alarming 
character occurs soon after an operation upon the 
stomach it becomes necessary to differentiate be- 
tween ordinary peritoneal infection, vicious circle, 
and acute dilatation of the stomach. Although these 
three conditions resemble one another closely at 
first, a diagnosis must be made early since the course 
of treatment is different in each instance. 

The pathogenesis of the three conditions is gener- 
ally considered to be entirely different. Infection, 
which is the cause of the first, is generally thought to 
play no rdle in the two others. The authors disagree 
with this view, believing that in most cases vicious 
circle and acute gastric dilatation are due to a mild 
form of peritoneal reaction to operative traumatism 
or attenuated infection. Since there is no satis- 
factory pathological definition for vicious circle 
which will cover all possibilities, it is defined clinical- 
ly as a condition which develops suddenly several 
days after gastro-enterostomy and is characterized 
by profuse biliary vomiting which does not cease 
after repeated gastric lavage, slight gastric disten- 
tion associated frequently with the appearance of 
peristaltic waves, a rapid decline in the general con- 
dition (a rapid thready pulse, anxious facies, etc.), 
and a normal or slightly subfebrile temperature. 

Vicious circle has been considered purely mechan- 
ical, and a number of conditions found at autopsy or 
re-operation have been interpreted as its cause. 
These conditions, however, are due to errors in tech- 
nique belonging to the period of experimentation in 
gastro-enterostomy and should not occur today. 
Several surgeons have noted a mild, local inflamma- 
tory reaction about the anastomosis. 

The author reports two cases in which typical 
vicious circle appeared after gastro-enterostomy and 
definite localized peritonitis was found about the 
anastomosis. Because of the thickening and fixation 
of the tissues, an entero-enterostomy could not be 
done and a second gastro-enterostomy was performed. 
Prompt recovery followed. ‘The etiological impor- 
tance of localized infection is emphasized. 








20 INTERNATIONAL ABSTRACT OF SURGERY 


Acute dilatation of the stomach may occur in 
extragastric or extra-abdominal operations and even 
in non-operative conditions. ‘The author limits his 
discussion to primary acute gastric dilatation occur- 
ring after gastric surgery. In his opinion. the theory 
that the cause is mesenteric traction producing 
duodenal obstruction is untenable. He believes that 
the stage of gastric dilatation is the initial one and 
may be followed by secondary strangulation of the 
duodenum caused in part by traction of the over- 
distended stomach on the mesentery-and in part by 
dilatation of the duodenum until it is too large for 
its aperture in the mesentery. 

The initial gastric dilatation he attributes to a 
number of causes. Probably the most important is 
localized peritonitis causing localized paralytic ileus 
of the stomach. Nervous influences producing reflex 
paralysis account for some cases, and mechanical 
factors such as aerophagia, may be responsible for 
others. The toxic effect of the anesthetic may also 
play a réle. In cases in which the condition follows 
gastro-enterostomy a mild peritoneal reaction prob- 
ably causes a temporary paralytic ileus and the 
latter is prolonged by the presence of hamorrhagic 
fluid in the stomach. If this fluid is not evacuated, 
infection of the gastric contents occurs with toxicity 
and an increasing accumulation of fluid. Eventually, 
secondary strangulation of the duodenum occurs, 
and the condition becomes rapidly fatal. Hzamo- 
stasis and gastric lavage will prevent acute gas- 
tricdilatation, and gastric lavage will effect a cure if it 
is not delayed too long. Lro M. Zimmerman, M.D. 


Gosset, A., Bertrand, I., and Charrier, J.: Fibro- 
glioma of the Stomach (Fibrogliome gastrique). 
Presse méd., Par., 1925, xxxili, 745. 

The patient whose case is reported was an icteric, 
emaciated man 56 years of age. For several months 
he had suffered from abdominal pain accompanied 
by vomiting which occurred fifteen minutes after 
meals. The vomitus had never contained blood and 
there was no palpable tumor, no ascites, and no en- 
largement of the liver. 

On X-ray examination the stomach appeared 
normal except for a filling defect in the pyloric region. 
At operation, a small pedunculated tumor was felt 
within the stomach at the pylorus. A_ posterior 
gastro-enterostomy was done at the first operation, 
and the tumor was resected (pylorectomy) a month 
later. Recovery resulted. 

The removed stomach specimen was 10 cm. long. 
On the lesser curvature, 4 cm. from the pyloric ring, 
the tumor mass contained an indurated ulcer with a 
crater which admitted a finger tip. This ulceration 
is said to be typical of fibroglioma. The tumor was 
kidney-shaped and fibrous and completely surround- 
ed the ulcer. KELLOGG SpeED, M.D. 


Gatewood: An Analysis of the Results Obtained in 
Gastric Surgery. Surg. Clin. N. Am., 1925, Vv, 1043. 


In the treatment of duodenal ulcer, gastro- 
enterostomy will cure from 27 (Uduonda) to 94 per 


cent (W. J. Mayo) of cases. All surgeons admit that 
it is a much more satisfactory operation in duodenal 
ulcer than in gastric ulcer. With regard to the latter 
condition, there is almost universal agreement that 
in a high percentage of cases gastro-enterostomy 
alone is followed by unsatisfactory results. There- 
fore, simple excision of the ulcer, which is preferred 
by Gatewood, combined excision and_ gastro- 
enterostomy, and partial gastrectomy are being 
practiced today, although the final relative merits of 
these procedures are yet to be learned. 

With a view to determining what gastro-enteros- 
tomy accomplishes, Gatewood studied the records 
of 500 patients with a diagnosis of peptic ulcer. 
Nineteen of these patients had had a gastro-enteros- 
tomy and, of these, the chief complaint of eight was 
hemorrhage. In Smithies’ cases, the gastric acidity 
was increased in 5 per cent, unchanged in 14 per cent, 
and reduced by approximately one-third in 81 per 
cent although the longer after operation the observa- 
tion was made the less the reduction appeared to be. 
Gatewood believes that the reduction of acidity is 
due more to healing of the ulcer than to the regurgi- 
tation of duodenal contents. It was further found 
that gastro-enterostomy does not reduce the empty- 
ing time of the stomach to below normal; in fact, it 
may be followed by retention. It therefore appears 
that the operation does not drain the stomach. 

Gatewood draws the following conclusions regard- 
ing gastro-enterostomy: 

1. It relieves gastric obstruction and renders the 
emptying time practically normal. 

2. It relieves pain in from 85 to 94 per cent of 
cases of duodenal ulcer. 

3. It materially promotes the healing of duodenal 
ulcer by converting it to the status of an ulcer on the 
lesser curvature. 

4. It reduces intragastric tension. 

5. It affords material protection against perfora- 
tion. 

6. It acts as a permanent safety valve. If an 
ulcer becomes reactivated, the stoma will resume its 
function as soon as the irritation is sufficient to 
produce spasm of the pylorus. 

Harry W. Bacuman, M.D. 


Schiassi, M. B.: The Treatment of Choice for Ulcer 
of the Duodenum (Quel est actuellement le traite- 
ment de choix de l’ulcére du duodénum). J. de 
chir., 1925, XXV, 513. 

Schiassi believes that an important factor in the 
causation of duodenal ulcer is disequilibrium in the 
vagosympathetic nervous system—and that there- 
fore the operation of choice, in addition to gastro- 
enterostomy to favor healing of the ulcer, should in- 
clude interruption of the sympathetic innervation 
to prevent recurrence of the lesion. The article con- 
tains four illustrations showing the distribution of 
the vagus and sympathetic nerves and the steps of 
Schiassi’s operation. The latter are as follows: 

An incision is made from the ensiform process to 3 
cm. beyond and to the left of the umbilicus. Part of 
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the stomach is exteriorized for examination of the 
anterior pyloroduodenal region. The nature and ex- 
tent of the lesions having been determined, the 
gastrocolic omentum is incised at the border between 
the antrum and the body of the stomach for a dis- 
tance of 7 or 8 cm. along the greater curvature, and 
the small vessels that are cut are ligated. Free access 
is thus gained to the postomental space and the 
stomach is turned up for examination of the posterior 
pyloroduodenal region. The postomental space is 
almost filled with a large gauze compress. 

The anterior surface of the gastrohepatic omentum 
is exposed in the duodenopyloric region. For this 
purpose the stomach is drawn downward and to the 
left and then, while an assistant holds the liver up, 
the surgeon incises the lesser omentum in a line 
parallel with and about 4 cm. above the lesser curva- 
ture. This must be done carefully with a bistoury, 
the anterior fold being incised first, the vascular and 
nerve elements beneath it next, and the posterior 
fold last. In this way all of the sympathetic nerve 
fibers will be cut. 

The next step is to incise the vagus fibers. For 
this purpose a vertical incision is made on the 
posterior surface of the stomach, passing from the 
lesser to the greater curvature through only the 
serous coat and a part of the muscular coat and 
stopping as soon as free bleeding occurs. As the 
nerves accompany the blood vessels, the bleeding 
indicates that they have been cut. The incision is 
then sutured with Lembert sutures and the opening 
in the gastrocolic omentum is closed. An exactly 
symmetrical incision is then made on the anterior 
surface of the stomach and sutured in the same way. 
Next, a posterior transmesocolic gastro-enterostomy 
is performed. 

The complementary gastro-enterostomy is per- 
formed only in cases in which there has been copious 
hemorrhage or there are changes in the duodeno- 
pyloric region that interfere with evacuation of the 
stomach. The author has operated on fifteen cases 
in this way. When copious hemorrhage did not oc- 
cur and there was no stenosis of the duodenopyloric 
region or marked deformity of the organ, simple re- 
section of the two groups of nerves was performed 
(eight cases). Simple resection was done also in the 
cases of three patients whose symptoms recurred in 
spite of a gastro-enterostomy that was functioning 
well. From observation of these cases for a long 
period the author is convinced that this is the 
operation of choice. Aubrey G. Morean, M.D. 


Horsley, J. S.: Unperforated Ulcers of the Terminal 
Ileum, Symptomatically Simulating Appen- 
dicitis. J. Am. M. Ass., 1925, \xxxv, 863. 


Horsley reports three cases of unperforated ulcers 
of the terminal ileum which symptomatically simu- 
lated appendicitis. He again warns surgeons operat- 
ing for appendicitis to be prepared to deal with 
duodenal ulcer, cecal diverticulitis, or ulcers of the 
terminal portion of the ileum if the pre-operative 
diagnosis proves wrong. SAMUEL Kaun, M.D. 


Scott, S. G., Drummond, H., Shires, B., Hurst, A. 
F., Williams, U., and Others: Discussion on the 
Value of X-Rays in the Diagnosis of Diseases of 
the Colon. Proc. Roy. Soc. Med., Lond., 1925, 
xviii, Sect. Surg., Sub-Sect. Proct., 63. 


For X-ray examination in diseases of the colon 
barium may be given by mouth or injected by rec- 
tum. The opaque enema is as valuable for the 
examination of the colon as the opaque meal is for 
the examination of the stomach. It is important to 
use a viscid fluid which will readily enter cracks and 
crevices. Lesions of the colon are evidenced by signs 
of obstruction and abnormal changes in the lumen 
of the bowel. 

Feces in the colon, air-locks, pressure from with- 
out, spasms, and partial filling of the gut cause filling 
defects which may be easily diagnosed as organic. 
By means of the opaque enema it is possible to dis- 
tinguish extramural masses and strictures from new 
growths, adhesions, and tuberculosis. 

Colonic diverticula are seen best when the exami- 
nation is made twenty-four hours after the adminis- 
tration of the enema. They appear as bud-like pro- 
jections when the rest of the bowel is empty. The 
appendix is frequently visualized at the twenty- 
four-hour examination. 

Of 167 cases studied at the London Hospital, six- 
teen were operated upon. In one case a small car- 
cinoma of the caecum was missed. In the remaining 
fifteen cases the X-ray findings were confirmed at 
operation. In two cases an abdominal tumor was 
correctly located as unconnected with the gut. 

At the Mayo Clinic a diagnosis of the presence of a 
colonic lesion was correctly made in 90.87 per cent of 
the cases as proved by operation. 

Failure in the diagnosis is due to the placing of too 
much reliance upon roentgenograms, failure to use 
deep palpation, faulty technique in the examination, 
ignorance of normal colonic variations, lack of co- 
operation between the surgeon and the roentgenol- 
ogist, and failure of the diagnostician to learn the 
operative findings. H. Hoyr Cox, M.D. 


Fischer, A. W.: The Diagnosis, Treatment, and 
Prognosis of Tumors of the Colon, With Special 
Regard to the Examination in Suspicious Cases 
(Zur Diagnose, Therapie, und Prognose der Dick- 
darmgeschwuelste mit besonderer Beruecksichtigung 
des Untersuchungsganges bei Verdachtsfaellen). 
Klin. Wehnschr., 1925, iv, 760. 


Fischer discusses the following types of tumors: 

1. Carcinoma: (a) the productive polypous form, 
(b) the circular carcinoma extending into the layers 
of the wall, (c) the scirrhous carcinoma which most 
frequently involves the caecum and sigmoid. Of 
Fischer’s seventy-two cases in this group, the caecum, 
ascending colon, and hepatic flexure were involved in 
36.1 per cent, the transverse colon in 9.7 per cent, the 
splenic flexure and descending colon in 20.8 per cent, 
and the sigmoid in 33.4 per cent. The tendency 
toward the formation of metastases is generally 
slight. When metastasis occurs it is found in the 
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glands along the arteries toward the aorta and in the 
liver. The size of the growth bears no relation to its 
malignancy. 

2. Benign tumors: (a) lipoma, at the tip of the 
invagination; (b) sarcoma (rare, usually a round-cell 
sarcoma of considerable size); (c) inflammatory 
tumors, especially the productive type of intestinal 
tuberculosis involving the cacum and ascending 
colon (actinomycosis, lues, dysentery, and anthrax 
are rare), and occasional non-specific tumors which 
are attributed to phlegmons of the intestinal wall 
following lesions of the mucous membrane. 

3. Pseudo-tumors, usually beginning in the ap- 
pendix (fibroplastic appendicitis) ; also tumors follow- 
ing parametritis with abscesses in the broad liga- 
ments which lie close to the bowel. 

Inflammatory tumors are rare in the transverse 
and descending colons, but common in the sigmoid. 
Inflammations of Graser’s diverticulum are here the 
source of tumors which involve the entire circumfer- 
ence of the bowel and by contraction may lead to 
stenosis. Such tumors are often mistaken for car- 
cinoma and regarded as inoperable because of their 
adherence to their surroundings. 

In the left half of the colon with its thicker con- 
tents an ileus frequently occurs suddenly with only 
slight narrowing of the lumen. ‘Tumors on the right 
side, on the other hand, produce slowly developing 
symptoms which may be present for as long as a year 
before the surgeon is consulted. At first, obstipation 
and colicky pains may alternate with diarrhoea or 
with hemorrhage and a mucous and purulent dis- 
charge. In 50 per cent of the cases the condition 
causes a loss of weight and slight fever. 

Tumors of the colon often occur in obese persons 
in the fifth decade of life, and are not infrequent also 
in the fourth decade (especially carcinoma of the 
right half of the colon). ‘The ileus stage is character- 
ized by visible distention of the abdomen and fre- 
quently by gaseous distention of the cacum and 
ascending colon demonstrated by percussion and 
palpation. A tumor is palpable in only half of the 
cases. 

Repeated examinations should be made after 
catharsis and encmata, with the patient in a warm 
bath, and also with the patient under general anas- 
thesia. The palpation should not be done with sud- 
den thrusts or with cold hands. Rectal examination 
with the patient in the standing position and bearing 
down, the use of the proctoscope, chemical examina- 
tion of the stools for blood (pyramidon reaction), and 
X-ray examination after artificial inflation and in- 
jections of barium are important diagnostic aids. 

In ileus, in which the injection of contrast material 
is contra-indicated, a fluoroscopic examination in the 
standing position must suflice. ‘Tumors are revealed 
by obstructions, spasms, and abnormalities of the 
tract. The technique of roentgen examination is as 
follows: 

After thorough instruction, a contrast enema is 
given with the patient in the dorsal position and 
carefully followed on the screen. Then, with the 


patient lying on his right side, air is injected through 
the anus and the unfolding of the sigmoid, descend- 
ing colon, and left transverse colon is noted. The 
dilatation of the bowel is then studied when the 
patient is placed on his left side. Finally, fluoroscop- 
ic examination is done with the patient in the stand- 
ing position. Even the smallest tumors projecting 
into the lumen can be thus detected. Ulcers are re- 
vealed by persistent flecks of contrast material. 

On the following day the gastro-intestinal tract is 
studied after the administration of a barium meal. 
Note is made of the beginning of filling of the cecum 
and the time of total emptying of the small intestine 
(after six hours). A total or partial shadow defect 
from a tumor often ends in a spur-shaped projection. 
In inflammatory tumors (tuberculous) the contrast 
material appears to jump across the diseased area 
(Stierlin). For doubtful cases the author makes the 
following suggestions: 

1. Incases in which the X-ray picture is negative, 
the test for occult blood is repeatedly positive, a 
tumor is not palpable, and the history is suspicious: 
wait and repeat the X-ray examination after from 
four to six weeks. 

2. In cases in which the X-ray findings are not 
definitely negative and cannot be explained by re- 
peated examinations, a tumor is not palpable, the 
occult blood test is positive, and the history is 
suspicious: perform an exploratory laparotomy. 

3. In cases in which the X-ray findings are sus- 
picious, a tumor is not palpable, the tests for occult 
blood are negative, and the history is suspicious: 
repeat the X-ray and stool examinations after four 
weeks, and if the findings are the same, perform an 
exploratory laparotomy. 

The finding of a tumor in the abdomen is an 
indication for laparotomy. Mistaken diagnoses are 
obstipation, chronic enteritis, and hamorrhoids. 
Besides these, tumors of the organs lying in apposi- 
tion to the colon (kidney, gall bladder), faecal tumors 
in old persons, enteroliths, spasms in sigmoiditis, and 
ulcerative colitis must be differentiated. 

In ileus, the operation of choice is the simplest 
procedure possible, viz., the formation of a fistula. 
In other cases the one-stage and several-stage resec- 
tions may be considered. When the general condition 
is favorable and good preliminary preparation (blood 
transfusion) has been given, the resection should be 
done in one stage. 

Of the two-stage methods, the following are con- 
sidered: (1) anastomosis of the afferent and efferent 
loops with consideration of the size of the portion of 
bowel to be resected and subsequent resection and 
closure of the ends; and (2) ileostomy with resection 
of the suspected portion of the mesentery and later 
closure of the artificial anus by pressure or resection; 
and (3) resection with unburdening of the site of 
suture by the establishment of a cecal fistula. 

Mention is made also of the three-stage method of 
Schloffer. 

In every case large portions of the bowel must be 
resected—in carcinoma of the right half of the colon, 
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the entire right side, and in carcinoma of the descend- 
ing colon, the entire left half of the bowel. In lesions 
of the transverse colon, both flexures must be 
mobilized in order to make suturing possible after 
the removal of a large segment of the bowel. Occa- 
sionally the entire ascending colon must be sacrificed. 

In inoperable cases the palliative procedures to be 
considered are the anastomosis of the afferent and 
efferent loops and the formation of an artificial anus, 
the latter in tumors of the lower sigmoid. Occasion- 
ally tumors become operable after palliative treat- 
ment as the result of diminution of the inflammatory 
covering. 

In operable cases roentgen irradiation must be 
considered only as after-treatment. In inoperable 
cases irradiation is done after the palliative operation. 

In the author’s cases at the Schmieden clinic, not 
including cases of ileus, the mortality was 22.8 per 
cent. About half of the cases seen were operable. A 
permanent cure (freedom from recurrence after five 
years) was obtained in from 40 to 50 per cent of the 
patients surviving the operation. The prognosis is 
most favorable in cases of tumors of the caecum and 
ascending colon. Early diagnosis is extremely im- 
portant. For this reason, every case of constipation 
or bowel irregularity, especially in persons over 35 
years of age must be thought of as possible carcinoma 
and subjected to thorough study. HeEmPeEL (Z). 


Dunet, C., and Peycelon, R.: The Insufficiency of 
Ileosigmoid and Czcosigmoid Anastomoses in 
the Treatment of Chronic Intestinal Stasis, 
and the Necessity for Total or Partial Colectomy 
(De V’insuffisance des anastomoses iléo- et caeco- 
sigmoidiennes dans le traitement de la stase intesti- 
nale chronique; nécessité de la colectomie totale ou 
partielle). Rev. de chir., Par., 1925, xliv, 373. 


There is a great deal of uncertainty with regard 
to the treatment of chronic intestinal stasis because 
the condition is confused with simple constipation. 
The latter requires only medical treatment while the 
former is a serious condition which requires surgical 
treatment if systematic medical treatment fails. 

Operations for derivation of the intestinal current 
can give only temporary relief and are sometimes 
dangerous. This is evident from the fact that the old 
mechanical theory of the causation of intestinal 
stasis has been proved incorrect. The bands and 
membranes which cause stenosis are the result in- 
stead of the cause of the stasis. The true cause of the 
condition is a disturbance of intestinal innervation. 
The ganglionic nerve centers of the intestine are 
located at certain points in the wall of the colon, 
particularly the ileocecal region, the transverse 
colon, and the terminal part of the sigmoid. From 
this it is evident that colectomy is the only operation 
that can effect a cure. Colectomy may be total or 
partial, depending upon the anatomical and clinical 
type of the condition. It is best to perform it in one 
stage, but in the cases of patients in poor condition 
a cesigmoidostomy is indicated as a first step in a 
two-stage colectomy. Auprey G. Morcan, M.D. 


Maes, U.: Appendicitis in the Aged. New Orleans 
M.& S.J., 1925, \xxviii, 117. 

After the fiftieth year of age appendicitis is rela- 
tively infrequent but has a very high mortality. 

After the thirtieth year the histology of the ap- 
pendix changes, and to this change may be attributed 
the early thrombophlebitis and the massive gangrene 
so frequently found at operation or autopsy. The 
objective symptoms give no hint of the gravity of 
the intra-abdominal pathological changes and the 
natural decrease in the resistance of elderly persons 
and the presence of organic disease of the heart or 
kidneys make the prognosis unfavorable. Frequent 
complications are ileus, pyemia, and septicemia. 

Early diagnosis and prompt treatment with the 
establishment of free drainage constitute the only 
possible means of reducing the mortality. Since 
patients who develop fecal fistula usually recover, 
and since a late enterostomy usually does little good, 
it is suggested that a Pezzer catheter or a Paul tube 
be left in the cecum at the time of operation. 

H. Hoyt Cox, M.D. 


Adams, J. E., McNeill, R. J., Nitch, C. A. R., Rown- 
tree, C., Reche, A. E., and Others: Discussion 
on the Mortality of Appendicitis. Proc. Roy. 
Soc. Med., Lond., 1925, xviii, Sect. Surg., 51. 

The statistics of institutions and the returns of the 
Registrar-General show that the mortality of ap- 
pendicitis is increasing. 

The death rate is proportional to the degree of 
sepsis present before treatment. When a diseased 
appendix drains by perforation into the peritoneal 
cavity the prognosis is grave. 

The mortality of appendicitis will be decreased by 
early diagnosis. The treatment is appendectomy. 
There are two safe periods for operation—one within 
the first twenty-four hours of the onset of the disease 
and the other when the inflammation has subsided. 
The mortality of operation in the acute stage is only 
slightly higher than that of the interval operation, 
which is usually about 0.05 per cent. 

For acute appendicitis limited to the appendix, the 
treatment should be appendectomy without drain- 
age. In appendicitis with general peritonitis, appen- 
dectomy with cleansing of the peritoneum and tem- 
porary drainage is indicated. Appendicitis with local 
peritonitis requires relief of tension with subsequent 
appendectomy. H. Hoyt Cox, M.D. 


Desgouttes, L.: Seventeen Cases of Abdomino- 
perineal Amputation of the Rectum for Cancer: 
Systematic Lowering of the Upper End to the 
Perineum (Dix-sept cas d’amputation abdomino- 
périnéale du rectum pour cancer; abaissement sys- 
tématique du bout supérieur au périnée). Bull. et 
mém. Soc. nat. de chir., 1925, li, 699. 

Since January, 1919, the author has operated upon 
seventeen cases of carcinoma of the rectum by the 
combined abdominoperineal method. Of eight males, 
two died after the operation, one from embolism and 
one from overwhelming general infection. Four are 
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alive after a period ranging from eighteen months to 
four years and are in good condition except that two 
have a urinary fistula. Two have died since opera- 
tion, one by suicide and one from hepatic metastases 
developing six months after the operation. 

Of nine females, one died from the operation (coma 
following spinal anesthesia, from which she never 
recovered), five are living after a period ranging from 
four months to six years, and three died from 
metastatic extension. 

In only two of the seventeen cases was the 
sphincter conserved. 

This series indicates that the combined operation 
is becoming less dangerous. In the author’s opinion 
one factor diminishing its gravity is the bringing of 
the upper end of the bowel down to the perineum. 

Intervention by the perineal route alone is in- 
sufficient because the exposure is not satisfactory 
and high lying glands may be overlooked. The 
author employs this method only in cases of marked 
obesity or extensive lesions and those of very old 
patients for whom only a palliative operation is at- 
tempted. Even in anorectal cancers he operates by 
the combined route. He systematically brings the 
upper end of the bowel down to the perineum, with- 
out as a rule attempting to preserve the sphincter. 
This procedure is not accepted by many surgeons, 
but Desgouttes believes it has great advantages. It 
does not require much additional time or augment 
shock, it renders pelvic cellulitis less frequent, it is 
followed by quicker repair of the defect, and it forms 
a perineal anus which is preferable to an abdominal 
anus. If the lower opening is insufficient, colostomy 
may be done later. Desgouttes believes the method 
is always possible, but states that a previously per- 
formed colostomy on the left side increases the dif- 
ficulty and danger. Leo M. ZimMerMAN, M.D. 


Pennington, J. R.: ‘“Open’’ Operation forAnorectal 
Fistula; Technique; Advantages of the Excision 
Method for Anal and Anorectal Fistula. Surg. 
Clin. N. Am., 1925, V, 923. 

The relation of the internal opening to the pecti- 
nate line differentiates three types of fistula. Fistula 
opening below this line are anal, those opening into it 
are anorectal, and those opening above it are rectal 
or rectosigmoidal. 

Fewer than 45 per cent of branched fistula are 
curable by simple incision of a single tract. All 
tributary tracts must be opened up and the lining 
pyogenic membrane destroyed or removed. 

In anal fistula such treatment constitutes the 
method of choice. The anorectal type of fistula may 
be treated similarly, but the author prefers excision 
of the fistulous tract followed by immediate suture 
as this results in better approximation and less scar- 
tissue formation, better function, a better cosmetic 
effect, and less danger from subsequent malignancy. 
The rectal and rectosigmoidal types of fistula are 
best treated by the seton or ligature method in which 
a small incision of the external opening is made if 
necessary, a seton or stout double ligature is intro- 


duced through the tract so that one loop traverses 
the fistula and the other traverses the bowel, and 
the loop is then gradually tightened. This method 
has the advantage of curing the fistula by granula- 
tion without the danger of hamorrhage. 

Prompt incision of a perianal abscess, done early 
and followed by frequent gentle irrigations with 
Dakin’s solution or the injection of bismuth paste 
at three-day intervals, will usually abort the forma- 
tion of a fistula. It is necessary to carry the incision 
quite close to the anal margin. 

In the cure of fistula, either operation or the in- 
jection of bismuth paste may be employed. The 
latter at times is remarkably successful. The tract 
should be first thoroughly cleansed with a neutral 
solution of chlorinated soda. Bismuth injections 
have resulted in a cure after operation has failed 
repeatedly. The various technical features de- 
scribed in the text are well illustrated by four sets 
of drawings. Harry W. Bacuman, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Greene, C. H., McVicar, C. S., Rowntree, L. G., and 
Walters, W.: Diseases of the Liver. III. ACom- 
parative Study of Certain Tests for Hepatic 
Function in Patients with Obstructive Jaun- 
dice. Arch. Int. Med., 1925, xxxvi, 418. 


The greater number of tests of hepatic function 
which were studied by the authors failed to show 
sufficiently specific changes to be of any great clinical 
value in the study of patients with obstructive 
jaundice. Following experimental obstruction of the 
biliary passages, the fructose tolerance shows ap- 
parently characteristic changes. Clinically, however, 
the results are too inconstant and the possibility of 
pancreatic effects too great for the test to be of value. 
In cases of marked jaundice the blood-urea level is, 
on the average, apparently slightly lowered, but this 
change also is too slight to be clinically significant in 
the study of any particular patient. 

The most readily demonstrated changes in cases 
of obstructive jaundice are those in bile-pigment 
metabolism. The icterus of itself is objective and 
conclusive evidence of a disturbance of hepatic 
function. Changes in the serum bilirubin, however, 
precede the changes in the skin and conjunctiva. 
Accordingly, the determination of the serum bili- 
rubin is the most sensitive and accurate index to 
changes in the degree of pigment retention and af- 
fords a quantitative guide to the progress of the 
jaundice. In addition, it permits the recognition of 
latent icterus, which is of importance. 

In cases of obstructive jaundice there is marked 
retention of phenoltetrachlorphthalein in the blood 
stream that corresponds roughly to the degree of bile 
retention. This apparently indicates primarily the 
effect of the bile retention on the liver. After the 
complete disappearance of the jaundice and the re- 
turn of the serum-bilirubin level to normal, there is 
frequently a persistent slight degree of dye retention 
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that apparently indicates the degree of hepatic dis- 
turbance remaining in consequence of the jaundice. 

These two tests give promise of definite clinical use- 
fulness in the study, particularly the quantitative 
study, of the functional changes in patients with 
obstructive jaundice. 


Walters, W., and Mayo, W. J.: Abnormal Function 
of the Liver. J. Am. M. Ass., 1925, |xxxv, 883. 


Life depends upon the oxidation of carbon. Carbo- 
hydrates are used as glucose and stored as glycogen 
in the liver, the excess being deposited in the body 
as fat. Unfortunately, fats cannot be reconverted 
into glucose to any considerable extent; furthermore, 
sufficient glucose must be available to maintain the 
combustion of fats as otherwise the higher fatty acids 
will not undergo complete combustion and acetone 
and diacetic acid will appear in the tissues and cause 
a toxamia which, in the more severe grades, may 
terminate in coma, as in diabetes. 

On the contrary, proteins can be converted into 
glucose to a considerable extent, but they contain 
nitrogen. Under stress, as in cases of starvation or 
hepatic disease, sufficient glucose is not available; 
the protein tissues of the body are broken down for 
the purpose of producing the necessary glucose and 
the resultant excess nitrogen must be excreted in the 
urine as urea and ammonia. If the kidneys are 
unable to excrete this excess of nitrogen, it accumu- 
lates in the blood, most of it as urea and a small 
percentage as creatinin, producing toxemia of which 
uremia is a manifestation. 

GLYCOGEN FUNCTION 

Abnormal function of the liver may occur without 
evidence of hepatic disease for if the liver is not able 
to supply glucose to the tissues when they have been 
depleted by undue muscular activity, acidosis will 
likewise result. 

In postoperative shock, starvation acidosis, and 
the toxic vomiting of pregnancy, the liver does not 
contain sufficient glycogen to supply the necessary 
amount of glucose to the tissues to prevent the evil 
effects of hypoglycemia. We are indebted to 
Thalhimer and to Fisher and Snell for calling our 
attention to the value in the control of postoperative 
shock of intravenous injections of glucose quickly 
oxidized by injected insulin, and to Talbot, Shaw, 
and Moriarty for pointing out the relationship be- 
tween a decrease in the blood sugar and acidosis 
from starvation which was immediately controlled 
by the intravenous injection of glucose. 

As shown by Kast, Mvers, and Schmitz, incom- 
plete combustion of fats may occur when there is too 
much alkali in the blood, a condition called alkalosis, 
as well as when there is too much acid in the blood. 

Attention has been called by numerous observers 
to the decrease of chlorides and the increase of blood 
urea that accompany the alkalosis in cases of post- 
operative high intestinal stasis, a condition that is 
adequately controlled by intravenous injections of 
sodium chloride and sufficient water. 


WATER 

Water is the second important therapeutic agent 
in the treatment of the abnormally functioning liver. 
Not only is it a solvent and diuretic, but its concen- 
tration in the blood is a determining factor in the 
regulation of the body temperature, as shown by 
Barbour, and a diminution of the fluid content of the 
blood means a decrease in the oxygen-carrying power 
of the red blood cells because of increased viscosity. As 
a solvent and a diuretic, water is of great value in the 
elimination of nitrogenous material. When the liver 
is functioning abnormally, waste products of broken- 
down proteins appear in the blood and unless their 
elimination is assisted the failure of the kidney to ex- 
crete them may be followed by uremic symptoms. 

Fats likewise are oxidizéd in the body to produce 
energy. The final products of their oxidation are 
carbon dioxide and water. The fats of food are split 
into fatty acids and glycerin by the lipase of the pan- 
creatic secretion, a process which is accentuated in 
the presence of the bile salts. The epithelial cells of 
the intestinal tract absorb most of the fat. Thence 
the fat passes through the lacteals and the thoracic 
duct into the circulating blood from which it is ab- 
sorbed by the fissues which require it for metabolic 
processes within which oxidation occurs. However, a 
part of the dissolved fat enters the blood vessels of 
the intestinal villi and travels by way of the portal 
vein through the liver to the general circulation. It 
is said that during the absorption of fats fat globules 
may be seen in the liver cells. In dysfunction of the 
liver, the latter process must suffer interference when, 
as the result of acute disease of the liver, fat may re- 
main in the liver cells persistently (the condition of 
fatty infiltration) or the liver cells may be surrounded 
in the later stages of chronic disease by the strangling 
clutch of fibrous tissue cirrhosis. 


CHOLAMIA 

The term “cholemia”’ is sometimes used to signify 
almost any untoward syndrome occurring in the 
course of hepatic dysfunction or disease. Rightly, it 
means bile in the blood, and terms such as “ cholamic 
hepatitis” and “cholamic nephritis” should be used 
to indicate the existing pathological condition. 

On the assumption that bile pigments are rendered 
less toxic by calcium, King and Stewart used calcium 
to neutralize the pigments. Lee and Vincent directed 
our attention to the value of intravenous injections 
of calcium for hemostasis in experimental obstruc- 
tive jaundice. Thus, during the last four years, intra- 
venous injections of 5 c.cm. of a 10 per cent calcium 
chloride solution have been a part of the routine 
preparation of jaundiced patients for operation. 
Besides an intake of from 3,000 to 4,000 c.cm. of 
water, a carbohydrate diet is prescribed and large 
quantities of glucose are given by mouth and by 
proctoclysis. 


METHODS OF STUDYING HEPATIC FUNCTION 


Failing hepatic function is not easily diagnosed. 
Close study of the patient with abnormal hepatic 
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function by the clinician and the surgeon, combined 
with laboratory studies of the chemical concentration 
of bile salts, bile pigments, glucose, and non-protein 
nitrogen in the blood, will greatly aid early deter- 
minations of failing hepatic function. 

Restoration of function in cases of abnormally 
functioning liver has enabled us during the last vear 
not only to perform operations more safely, but also 
to extend the operability to include many patients 
who heretofore would have been denied operation 
because of the grave risk entailed. © 


Kerr, W. J., Delprat, G. D., Epstein, N., and 
Dunievitz, M.: The Rose Bengal Test for Liver 
Function: Studies on the Rate of Elimination 
from the Circulation in Man. J. Am. M. Ass., 
1925, Ixxxv, 942. 


Further work has confirmed earlier opinions of the 
value of the rose bengal test as a test for liver per- 
meability and gross function. The dye, a crystalloid, 
is non-toxic in the amounts necessary for the test. 
It is eliminated through the liver and remains in the 
circulation for a sufficient length of time to allow the 
determination of its presence in the circulating blood. 

The authors describe the test in detail. Its ad- 
vantages are summarized as follows: 

1. Only a single puncture of a vein is made. 

2. The time required for the procedure is less 
than ten minutes. 

3. The final mathematical result of the test is 
available in sixty minutes. 

4. The dye is easy to obtain in bulk, easily 
sterilized, and inexpensive. 

Patients with definite cirrhosis or other extensive 
liver disease show marked retention of the dye in the 
circulating blood. Obstruction of the biliary pas- 
sages causes retention of the dye, but there are also 
other clinical evidences of such obstruction. 

The test may be of great value when jaundice and 
ascites are present. H. Hoyt Cox, M.D. 


Wischnewsky, A. W.: Double Gall Bladder Dis- 
covered at Operation; Removal of the Diseased 
Accessory Bladder (Doppelgallenblase waehrend 
der Operation aufgedeckt; Ektomie der erkrankten 
supplementaeren Blase). Arch. f. klin. Chir., 1925, 
CXXXV, 779. 


The author’s patient was a 31-year-old woman 
who came for treatment for icterus, fever, and a mass 
in the left upper part of the abdomen. Operation dis- 
closed a normal appearing gall bladder at the normal 
site on the right side and, entirely separated from it, 
on the undersurface of the liver, a tumor mass about 
the size of a large pear, which contained fluid. 
Posteriorly the small end of the mass was lost to 
view. The anterior boundary coincided with that of 
the liver. The mass was diagnosed as a second gall 
bladder. Because of the patient’s precarious condi- 
tion the operation was interrupted and the wound 
tamponed. 

Three days later, when the wound was re-opened, 
there was at first a discharge of pus and then of bile. 


The biliary fistula did not close entirely, but the 
patient regained strength. 

At a second operation the fistula and the re- 
mainder of the shrunken gall bladder were excised. 
In the removal of the gall bledder it was found to be 
attached by a fibrous cord. When this cord was 
severed, a barely perceptible lumen was found in 
each cut end. Following tamponade of the site of the 
gall bladder that was left, the abdominal cavity was 
closed. Healing resulted. Microscopic examination 
of the removed gall bladder showed it to contain 
mucous membrane. Buppe (Z). 


Haines, W. D.: The Surgical Aspect and Manage- 
ment of Cholecystitis. Cincinnati J. M., 1925, vi, 
326. 


The author states that the absorption of concen- 
trated bile activates the secretory mechanism of the 
liver, increases the expulsive efforts of the ducts, 
relaxes the sphincter of the common duct, and pro- 
motes the flow of bile. 

Pathogenic organisms reach the gall bladder by 
way of the lymph stream. The symptoms of gall- 
bladder disease depend upon the type of the infec- 
tion, the duration of the condition, and the patient’s 
resistance. It is the acute virulent forms of biliary 
lesions that are associated with intense abdominal 
pain, severe vomiting, a moderate rise in the temper- 
ature, and a slow pulse rate, and that may rapidly 
terminate in liver abscess, gangrene, perforation of 
the gall bladder, peritonitis, and death. In less 
virulent infections the acute cholecystitis usually 
lasts only a week or ten days and is then followed by 
prompt recovery. 

Jaundice is present in about one-half of the cases. 
Pain radiates along the distribution of the eighth 
and ninth thoracic segments of the spinal cord and 
occasionally to the right shoulder through the anasto- 
mosis of ‘he fourth cervical with the phrenic nerve. 

The primary course of the infection must be re- 
moved. When the gall bladder is a menace to health, 
cholecystectomy should be performed if the general 
condition will permit it. The extent and activity of 
the disease present in the liver and ducts, the patency 
of the common duct, and the presence or absence of 
pancreatic involvement should be determined. 
When the general condition is poor, cholecystotomy 
may be done to give relief and tide the patient over 
until the gall bladder may be safely removed if this 
is deemed best. The use of the Souther incision in 
the exposure of the gall bladder practically eliminates 
the danger of hernia due to the presence of a drainage 
tube. Emit C. RopitsHek, M.D. 


Esau: Hzmorrhagic Infarct of the Wall of the Gall 
Bladder and Bleeding into the Intestine in 
Chronic Cholelithiasis (Haemorrhagischer Wan- 
dinfarkt der chronischen Steingallenblase mit 
Blutungen in den Darm). Arch. f. klin. Chir., 1925, 
Cxxxv, 782. 


The author reports the case of a 32-year-old 
woman who, in her youth, was believed to have an 
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ulcer of the stomach and when examined by him was 
found to have occult blood in the intestine and pro- 
longed and marked sensitivity to pressure below the 
right costal border. 

Operation disclosed a thick, firm gall bladder 
which could be shelled out from the liver with ease. 
Its contents were several calculi the size of cherry 
stones and thickened blood. One of the stones was 
firmly impacted in the neck of the gall bladder. The 
biliary passages were clear. 

Microscopic examination of the specimen obtained 
at operation showed that the inner surface of the gall 
bladder no longer contained epithelium or glands. 
The inner lining consisted of enlarged and blood- 
filled capillaries which lay very close to one another. 
Immediately next to this hemorrhagic infarcted 
layer was a fibrous layer sparingly supplied with 
muscle fibers, and on the outer side lay the serosa. 
The hemorrhages which were at first attributed to 
ulcer were undoubtedly of gall-bladder origin. 

The clinical picture presented by this case is ex- 
tremely rare. It has no connection with the acute 
hemorrhagic cholecystitis which so frequently re- 
sults in perforation and death. Buppe (Z). 


Biebl, M.: Report on Biliary Tract Operations 
Performed During a Period of Ten Years, with 
Special Reference to Early Operation and T- 
Drainage (Bericht ueber Gallenoperationen von 
10 Jahren mit besonderer Beruecksichtigung der 
Fruehoperation und der T-Drainage). Deutsche 
Zischr. f. Chir., 1925, clxxxix, 283. 

Biebl first gives a general review of 716 cases of 
biliary tract conditions seen at the Kiel surgical 
clinic. Five hundred and twelve were operated upon 
(carcinoma cases not included). The average total 
mortality was 9.9 per cent, but the death rate varied 
greatly in the different years, being, for example, 21 
per cent in 1918 and 1 8 per cent in 1922. Almost so 
per cent of the deaths were due to causes other than 
the original illness or the operation performed for it. 
Cardiac insufficiency in old cardiac cases and pul- 
monary complications were each the cause of death 
in 15 per cent of the cases of old persons, while inter- 
current conditions such as pulmonary embolism, 
septic angina, and diphtheria were responsible in 18 
per cent. This fact indicates the importance of a 
proper selection of cases. 

The cases are divided into three groups: 

1. Those in which operation was performed in the 
protracted acute or subacute stage (chief contingent, 
chronic common duct obstruction). These constitut- 
ed 16 per cent of the total number. The mortality 
was 50 per cent. 

2. Cases in which operation was performed during 
an attack. These also constituted 16 per cent of the 
total number. The mortality was 9.7 per cent. 

3. Cases in which operation was performed during 
an interval between attacks—68 per cent of the total 
number. The mortality was 0.8 per cent. 

Choledochostomy with T-drainage by Kehr’s 
method was performed in 104 cases of stones in the 


gall bladder and deep passages, with a mortality of 9 
per cent; in ten cases of cholangeitis, with a mortality 
of 30 per cent; in eleven cases with findings such as 
pancreatitis or a cicatrix or inflammatory tumor in 
the common duct, with a mortality of 70 per cent, 
and in fifty-eight cases of gall-bladder disease, with 
a mortality of 3.5 per cent. In the last group the 
T-drainage was unnecessary, but as simple palpation 
and sounding from the cystic duct is so often in- 
adequate, especially in the presence of irritation of 
the retroduodenal portion of the common duct, the 
common duct was left unopened only when there 
was no history of jaundice, chills, or fever. 

A stone was extracted from the ampulla by the 
transduodenal route in one case and transduodenal 
hepaticoduodenostomy was attempted in two. In 
eight especially severe cases choledochostomy or 
hepaticoduodenostomy was done. A second opera- 
tion was performed in seven cases (1.3 per cent), but 
a true recurrence of the stone was found in only two 
(0.3 per cent). The congestion of the gall bladder 
described by Schmieder was not encountered in the 
Kiel cases. 

Subsequent examination of 222 cases showed that 
the condition was very good (entire absence of 
symptoms) in 61 per cent, relatively good (mild 
sympioms) in 33 per cent, and unsatisfactory in 6 per 
cent. That the T-drainage was not responsible for 
the poor results is evident from the fact that when 
the common duct was open it gave good permanent 
results as often as simple cholangiectomy without 
T-drainage. Therefore in the Kiel Clinic the Kehr 
drainage is regarded as the procedure of choice. 
Transduodenal drainage of the common duct and 
choledochoduodenostomy are still so new that their 
value has not yet been definitely determined. On 
the other hand, T-drainage has such advantages 
that there is no good reason for abandoning it. 
Besides T-drainage Anchuetz has used for a long 
time, in addition to choledochostomy, dilatation of 
the ampulla with gall-stone scoops of increasing size 
and with forceps. 

Early operation is indicated only in selected cases, 
but should always be performed when indicated be- 
cause neglected cases give poor operative results. 
Especially so-called emergency cases should be 
brought to early operation. Otherwise the author 
agrees with the Enderlen-Hotz principles. 

MARWEDEL (Z). 


Marinelli, F.: An Experimental Study of Wounds 
of the Extrahepatic Bile Ducts and of Cholemia 
(Contributo sperimentale allo studio delle ferite 
delle vie biliari extraepatiche e della colemia). 
Policlin., Rome, 1925, xxxii, sez. chir., 249. 

Clinical and experimental findings with regard to 
wounds of the gall bladder have always been con- 
tradictory; the former have indicated that such 
wounds do not heal, while the latter have shown 
cicatrization. In order to determine the reason for 
this the author performed four series of experiments 
on rabbits, the first including various wounds of the 








28 INTERNATIONAL ABSTRACT OF SURGERY 


gall bladder; the second, the insertion of a rubber 
tube into the gall bladder to produce a permanent 
biliary fistula; the third, section of the common duct; 
and the fourth, injuries of the wall of the common 
duct but not complete section. 

The first two series of experiments showed that the 
rabbits recovered after injuries of the gall bladder 
without any serious after-effects, while the second 
two demonstrated that injury of the common duct, 
whether complete section or not, caused death in 
from eight to twelve hours. These results hold good 
only for rabbits and cannot be applied to man. 

The author believes that the explanation lies, not 
in any intrinsic quality in the rabbit’s tissues that 
leads to healing, but in extrinsic anatomical condi- 
tions. The gall bladder in the rabbit lies in a sulcus 
between two lobes of the liver and when it is wound- 
ed the lobes of the liver come together and compress 
it and there is only a slight and temporary outflow 
of bile before the wound is closed. Closure of the 
wound is favored also by a plug of mucus which is 
formed by the action of the many glands at the neck 
of the gall bladder. In wounds of the common duct, 
on the other hand, there is a continuous outflow of 
bile with the absorption of large amounts which is 
quickly fatal. The immediate cause of death seems 
to be an acute hemorrhagic glomerulonephritis. All 
of the organs except the kidneys were found normal 
on microscopic examination. 

AupreY G. MorGan, M.D. 


Judd, E. S., and Burden, V. G.: Benign Stricture 
of the Bile Ducts. Arch. Surg., 1925, xi, 459. 


The authors present a review of forty-eight cases 
of benign stricture of the bile ducts which were 
operated upon at the Mayo Clinic. Thirty-seven of 
the patients were females. The average age was 
41.4 years. The condition is of two types, the con- 
genital and the acquired, and the acquired is divided 
into the traumatic and the inflammatory forms. 
Nearly so per cent of the strictures gave rise to 
symptoms of intermittent biliary obstruction. The 
usual situation of the strictures was the juncture of 
the cystic and hepatic ducts. The papilla was a 
common site of congenital strictures. Only one 
stricture of the common hepatic duct was observed. 

Preventive treatment consists in early surgical 
treatment of diseases of the gall bladder by a thor- 
ough and accurate technique and a complete 
primary operation, if possible. 

Various forms of operative treatment were used in 
this series: simple incision, two cases; incision and 
the insertion of a tube, four cases; incision and the 
use of a Robson drain, thirteen cases; resection and 
end-to-end suture over a rubber tube, two cases; 
resection and end-to-end suture without a rubber 
tube, three cases; resection and end-to-end suture 
over a T tube, four cases; hepaticoduodenostomy, 
thirteen cases (over a tube, eight cases; without a 
tube, five cases); anastomosis of the common duct 
to the duodenum over a tube, five cases; anastomosis 
of the tract of an external fistula to the duodenum, 


one case; plastic operation to enlarge the duct at 
the stricture, seven cases; resection of the stricture 
and suturing of the posterior half, six cases; and 
anastomosis of the common duct to the duodenum 
without a tube, one case. 

For a jaundiced patient without biliary fistula the 
authors advise incision of the stricture and the in- 
sertion of a Robson or T tube. If there is a total 
biliary fistula, reconstruction of a duct should be post- 
poned until after subsidence of the infection in the 
liver and its ducts. Mere incision of a stricture and 
the insertion of a drainage tube is not curative be- 
cause the stricture usually re-forms. 


Leveuf, J., and Berceanu, D.: A Simple Procedure 
for the Diagnosis of Common Duct Stone with 
Obscure Symptoms (Un procédé simple pour faire 
le diagnostic des calculs du cholédoque 4 symptémes 
frustes). Rev. de chir., Par., 1925, Ixiv, 422. 

The diagnosis of stone in the common duct is 
usually not made until jaundice appears. The pain 
may exactly simulate that of gall-bladder stone. If 
in addition to the colics and jaundice, intermittent 
fever occurs, the diagnosis of common duct stone 
becomes more certain. Frequently, however, one or 
more of the elements of this syndrome are absent for 
a long time and sometimes do not appear at all al- 
though at autopsy a large stone is found. Occasion- 
ally icterus is the first symptom. Less frequently, 
intermittent fever is the chief complaint and the 
patient is treated for malaria. The usual course is 
the occurrence of a long series of attacks of pain. 

When jaundice appears, operation must be con- 
sidered, but jaundice is a late complication and to 
postpone surgical intervention until its appearance 
is not without serious danger. By the time jaundice 
occurs obstruction to the flow of bile has usually been 
present for months or years and has produced hepat- 
ic insufficiency which may result fatally after the 
simplest operative intervention. 

For the diagnosis of the cause of pain in the right 
upper quadrant of the abdomen a number of pro- 
cedures are advocated. X-ray examination is of 
value in lesions of the duodenum, but most gall 
stones do not cast a shadow and even when a shadow 
is seen it is frequently impossible to locate it accu- 
rately. Duodenal drainage by the Lyon-Meltzer 
method is used but cannot be depended upon for the 
diagnosis of obscure common duct stones. The 
authors do not regard the determination of bilirubin 
in the blood as of great value, and have not found 
the determination of the blood cholesterin a reliable 
procedure. Many surgeons emphasize the impor- 
tance of examining the urine for the presence of bile 
pigments but they do not give detailed instructions. 
In cases of common duct stone, failure to detect 
bilirubin in the urine may be due to the use of the 
Gmelin test, which is not sufficiently sensitive, or to 
delay of the examination for from twenty-four to 
forty-eight hours after an attack. 

It has been shown by Delbet’s method that in the 
course of an obscure painful crisis the passage of 
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pigments into the urine occurs early and is transitory. 
Delbet takes urine specimens every two hours after 
an attack, each in a separate tube, and examines 
them by a modification of the Grimbert method. 

To 10 c.cm. of urine 1 c.cm. of 10 per cent barium 
chloride is added, and to the precipitate 1 c.cm. of 
95 per cent alcohol and a drop of hydrochloric acid 
are added. The mixture is then placed in a water 
bath for one minute. If the liquid is green, it con- 
tains bile pigment; if it is colorless or a pinkish, no 
bile pigments are present; and if it is brownish, the 
presence of bile pigments is doubtful. When the 
reaction is doubtful, a platinum loop of hydrogen 
peroxide is added and the mixture is again placed in 
the water bath. If it then becomes greenish, biliary 
pigments are present. 

As a rule the pigments are found in the fourth or 
sixth hour. In every case giving a positive reaction, 
Delbet has verified the diagnosis of common duct 
stone by operation. The procedure described is 
simple and accurate. Leo M. Zimmerman, M.D. 


Haberland, H. F. O.: Studies of the Bile Tract. 
IV. The Relation of Common Duct Obstruc- 
tion to Icterus (Studien an den Gallenwegen. 
IV. Die Beziehungen des Ductus-choledochus- 
Verschlusses zum Ikterus). Arch. f. klin. Chir., 1925, 
cxxxv, 248. 


On the basis of recent experiments, Haberland 
concludes that obstruction of the common duct is 


well borne by full-grown, strong, healthy dogs. If 
the biliary tract does not become infected, no symp- 
toms are noted during the first four weeks. Bile 
pigment appears in the blood and urine within from 
six to twelve hours. The faces are acholic, and as the 
bilirubin concentration in the serum does not exceed 
1.4 per cent the skin does not become yellow. The 
kidneys immediately excrete the bilirubin because 
their threshold for this pigment is very low. After 
four weeks a biliary cirrhosis of the liver with 
ascites develops. The causes of death are intoxica- 
tion, cachexia, and cardiac weakness. 

Autopsy reveals a latent icterus. In one dog skin 
icterus appeared. In experimental animals, as in 
patients, latent icterus is frequently encountered. 
The blood may contain a relatively large amount of 
bilirubin without the appearance of skin icterus. In 
man, the fineness of the kidney filter for the pigment 
varies. The increased bilirubin content of the blood 
serum is not indicative of common duct obstruction. 
Normally and in many illnesses a hyperbilirubine- 
mia may be present. In every case in which obstruc- 
tion to the flow of bile is suspected a determination 
of the bilirubin in the blood serum is of greatest im- 
portance in the differential diagnosis. When the 
findings are positive, an examination should always 
be made to establish the patency of the common 
duct, even if the patient is not jaundiced. Latent 
icterus may pass off without the development of 
manifest icterus. NAEGELI (Z). 
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Crossen, H. S.: Improvements in the Operative 
Treatment of Uterine Retrodisplacement. Am. 
J, Obst. & Gynec., 1925, X, 327- 

Crossen classifies cases of uterine retrodisplace- 
ment into the following four groups: Group A, those 
in which the adnexa are intact and the tissues are 
freely movable; Group B, those in which it is 
necessary to remove the tube and ovary on one side; 
Group C, those in which there is great relaxation of 
the uterosacral tissues; and Group D, those in which 
the pelvic tissues are extensively infiltrated and 
stiffened. 

The cases of Class A constitute a large group. In 
dealing with them the uterus may be fastened for- 
ward by the following methods: 

1. Transplantation of the round ligaments into 
the abdominal wall. After a trial of various methods 
and modifications, the author concluded that the 
most satisfactory operation for cases of this class is 
transplantation of the round ligaments into the ab- 
dominal wall by his modification of the Gilliam 
technique. 

2. Posterior implantation of the round ligaments. 

3. Intraperitoneal folding of the round ligaments. 

In cases of Class B the most satisfactory method 
of holding the uterus forward consists in folding the 
round ligament back over the pedicle. This maneu- 
ver covers the adnexal pedicle ends well and at the 
same time fastens the corpus uteri forward. The 
ligament is sutured to the posterior lateral portion 
of the uterus and is folded sufficiently to take up the 
slack. 

In cases of Class C, marked prolapse of the cervix 
uteri is advisable to shorten the relaxed uterosacral 
tissues to hold the cervix back and, in addition, 
shortening of the round ligaments should be done to 
hold the fundus forward. Young’s method is the 
best. Shortening of the round ligaments to assist in 
holding the corpus uteri forward is always required, 
and it is often necessary also to remove an ovary or 
tube and the appendix and to repair the pelvic floor. 

In cases of Class D the method to be chosen for 
forward-fastening of the corpus uteri depends upon 
the extent of the fixation of the tissues. The proce- 
dures employed are round ligament transplantation 
with a short loop and suturing of the round ligament 
to the abdominal wall. 

The author emphasizes the importance of a study 
of the pathological conditions present in the pelvis 
in order that the operative method used may be that 
which is best adapted to the conditions. 

In the discussion of this report Smiru stated that 
he prefers an intramural shortening in which loops 
of the round ligaments are brought up into the ab- 
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dominal wail and there attached. He has given up 
the Webster-Baldy operation. 

ANSPACH stated that he shortens the uterosacral 
ligaments with the use of a single stitch of linen and 
with only one entrance of the needle into the uterine 
muscle. If care is taken to introduce the needle 
strictly in the midline at about the position of the 
internal os, there is practically no chance of hamor- 
rhage and at the conclusion of the operation the 
uterosacral ligament of each side is attached to the 
posterior surface of the uterus and to the ligament 
of the opposite side for over an area of at least half 
an inch. 

BoveEE reported that he regards triplication of the 
uterosacral ligament as the best procedure. He has 
never been able to find that the round ligament 
holds the uterus in the correct position. The cervix 
should be maintained in the hollow of the sacrum. 

Warp stated that there is very definite need of 
treatment in about 80 per cent of the cases of uterine 
retrodisplacement. In a series of 561 cases, the 
symptoms which seemed to be due to retrodisplace- 
ment were relieved by correction of that condition in 
88 per cent. Crossen’s technique shows that no one 
operation fits every case. Ward has obtained the 
most satisfactory results by the operation advocated 
by Simpson and Montgomery. 

E. L. Cornett, M.D. 


Homans, J.: The Treatment of Uterine Prolapse 
and Rectocele. Ann. Surg., 1925, |xxxii, sor. 


The operation described by Homans is based upon 
the procedure advocated in 1912 by Moschcowitz for 
the cure of rectal prolapse. Moschcowitz demon- 
strated that true prolapse of the rectum is associated 
with a remarkably deep pouch of Douglas which 
permits intra-abdominal pressure to force the anteri- 
or rectal wall downward through the anal canal. As 
the condition is in fact a hernia, he found that intra- 
abdominal closure of the pouch of Douglas is the 
most effective means of obliterating the neck of the 
hernia sac. In 1916, Jones published an article in 
which he reiterated the value of this procedure and 
showed how the principle employed could be adapted 
equally well to the treatment of uterine prolapse and 
rectocele. 

The closure of the deep pouch is part of a combined 
procedure the first step of which is the repair of the 
anterior and posterior vaginal walls. Whether or not 
the entire operation, vaginal and abdominal, shall be 
accomplished in one stage depends upon the patient’s 
general condition. Not rarely, two stages are advis- 
able, especially in the cases of aged women, since 
after a long and perhaps bloody vaginal repair the 
abdominal operation may be associated with con- 
siderable risk. 
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In the closure of the cul-de-sac a rather extreme 
Trendelenburg position is helpful. If examination 
with the pelvis exposed then demonstrates the pres- 
ence of a very deep pouch of Douglas, that is, a pouch 
extending down between rectum and vagina for 2, 3, 
or even 4 in. beyond the cervix—a pouch which 
probably has already been closed in some degree by 
the repair of the posterior vaginal wall—the cul-de- 
sac may be obliterated in any convenient way. 
Homans advocates spiral stitches of large chromicized 
catgut, one for each side of the pelvis, because the 
two stitches flatten the pouch from back to front 
and draw the cervix toward the sacrum with less 
danger of pulling out of the peritoneum and feeble 
fascia behind it than is the case with circular stitches. 

Each stitch is begun at the bottom of the pouch 
and is carried up in a spiral manner, picking up the 
vaginal wall, the lateral pelvic wall, and the lateral 
surface of the rectum in a series of turns up to a 
level perhaps an inch above the lowest point of the 
cervix. When both stitches are completed the cervix 
is drawn firmly toward the promontory of the sacrum 
and the pouch of Douglas is obliterated except for a 
narrow slit between the rectum and cervix. This 
slit may be closed at the top by additional stitches 
if it seems to offer a point of entry for the small 
intestine. 

In the disposal of the uterine fundus, any one of 
several methods may be employed—a Gilliam sus- 
pension, an Ohlshausen fixation of the round liga- 
ments, or a firmer fixation of the fundus itself with 
catgut or silk—the desideratum being to pitch the 
fundus forward so that the uterus will lie like a shelf 
across the brim of the pelvis. 

The operation described has been performed upon 
thirty-two patients ranging in age from 21 to 71 
vears. ‘The earliest operation was performed in 1916 
and the most recent one in 1923. 

Of the thirty patients traced, twenty-two (73.3 
per cent) were cured and four were benefited. A 
total failure occurred in four (13.3 per cent) of the 
Cases. 

The operation is difficult to perform without the 
aid of a rather exaggerated ‘Trendelenburg position 
and very thorough walling off of the intestine. It is 
therefore a severe ordeal for women with a feeble 
heart and excessive adiposity. Moreover, the pres- 
ence of an excessive amount of fat about the sigmoid 
flexure and behind the peritoneum makes closure of 
the deep pouch difficult. A feeble heart and excessive 
fatness are therefore contra-indications. 

Closure of the pouch may be a difficult but is not 
of itself a dangerous procedure. It not only closes 
with some effectiveness the neck of the hernial sac, 
but it leaves the uterus interposed across the 
superior strait of the pelvis, the fundus anterior and 
the cervix posterior, in such a position that pressure 
from above is transmitted forward toward the pubis 
and no longer tends to push the cervix down into the 
axis of the vagina. 

The article contains cight illustrations. 

Cart H. Davis, M.D. 


Daniel, C.: An Extended Pozzi Tracheloplasty in 
the Treatment of Cervical Stenosis (La stomato- 
plastie élargie par évidement commissural complet 
du col dans le traitement de la sténose cervicale). 
Gynécologie, 1925, Xxiv, 210. 


After the usual Pozzi tracheloplasty, narrowing of 
the internal os often persists and the patient receives 
no benefit from the operation. In other cases there 
may be a secondary narrowing due to the contraction 
of the scars of the operation and, as a result, a condi- 
tion worse than the original stenosis. For these 
reasons the author extends the usual transverse 
incision to include the internal os. This measure 
obviates the usual difficulties and gives correspond- 
ingly better results. ALBert F. De Groat, M.D. 


Rubin, I. C.: Uterine Endoscopy, Endometroscopy 
with the Aid of Uterine Insufflation. Am. J. 
Obst. & Gynec., 1925, X, 313. 

Rubin examined forty-two patients with the 
hysteroscope. ‘Thirty-five were so examined in the 
office and six in the hospital. The latter were pa- 
tients requiring operation and were subjected to 
hysteroscopic examination as a preliminary proce- 
dure. Of the thirty-five examinations made in the 
office, two were unsuccessful because of cervical 
stenosis. Both of these patients were sterile. One 
patient was intolerant to the examination. In one 
hospital examination local anesthesia was employed, 
and in another, scopolamine-morphine. In three 
cases the examination was repeated once. 

In two of the hospital cases and four of the office 
cases bleeding due to the introduction of the hystero- 
scope interfered with satisfactory vision. A No. 22 
French gauge uteroscope was used. No further at- 
tempt was made in these cases to inspect the uterine 
cavity. It is possible that the occurrence of bleeding 
might be decreased by the use of an instrument of 
No. 15 French caliber. It was felt that, because of 
the essential factor of inflation, it was best not to 
continue the examination when appreciable bleed- 
ing occurred. 

Insufflation as employed for the tubal patency test 
was used in twelve cases, and the syringe in twenty- 
nine cases. In some of the cases the rubber bulb was 
substituted as a control but was found to be less 
practical. With the gas flowing at a uniform rate the 
pressure was best noted in the earlier cases. The 20 
c.cm. syringe was found applicable and convenient 
and is now used routinely. 

In two instances the amount of gas used was 
sufficient to induce a subphrenic pneumopcritoneum 
associated with shoulder pains. These pains were 
slight and lasted only a few minutes. In five cases 
water irrigation under negative pressure was a part 
of the technique but this was abandoned as it proved 
useless. In the non-bleeding uterus inflation with the 
syringe proved to be the best method of producing 
distention for vision and has been adopted as the 
regular procedure. The modified McCarthy type 
cysto-urethroscope was employed in all cases and was 
found best. 
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It goes without saying that uteroscopy should not 
be employed in the cases of ambulatory patients with 
acute or subacute inflammation of the pelvis. 

In the discussion of this report HEINEBERG stated 
that he obtained practically the same amount of 
dilatation of the uterine cavity by directly dilating 
the cervical canal with any kind of a dilator sufficient 
to permit the passage of a No. 45 Fr. instrument. 
With an open-end instrument of this caliber to which 
is attached an irrigating apparatus, he separates the 
uterine walls directly. The angles are not seen. 

ANSPACH stated that when he first started to use 
the uteroscope or the hysteroscope he was very 
skeptical and did not believe that it could possess 
any advantages over diagnostic curettage in deter- 
mining the cause of uterine haemorrhage. He still be- 
lieves that in the majority of cases curettage with 
examination of the scrapings is to be preferred, but 
that there are some cases in which the hysteroscope 
must be of great help. The hysteroscope will be use- 
ful also in differentiating between polyps of the 
uterus and glandular hypertrophy. 

E. L. Cornety, M.D. 


Seed, L.: Degeneration of Fibromyomata of the 
Uterus. Surg., Gynec. & Obst., 1925, xli, 333. 


The gross and microscopic pathological changes 
in fibromyomata are described on the basis of a 
study of 200 specimens. Occasional reference is made 
to the symptoms, and the theories of the causes of 
the degeneration are discussed. 

Hyaline degeneration is apparently the result of 
the first reaction to insufficiency of the blood supply. 
In the gross, it gives a yellowish or brownish tinge. 
Microscopically, it may be either diffuse and extra- 
cellular or sharply circumscribed and at first dis- 
tinguishable from undegenerated structures only by 
its color. 

In most of the specimens studied the degeneration 
was oedematous, myxomatous, or cystic. In more 
than half of them, cysts were found. The cysts 
varied widely in size and in the amount of fluid they 
contained. Cystic degeneration begins as ocdema. 
The cells become larger and in places elosely packed, 
but contain no mitotic figures. They undergo 
destruction and give place to homogeneous gelatin- 
ous or watery material containing fat globules, es- 
pecially at the periphery. Phagocytes are present. 
Hyaline degeneration, thrombosis, hamorrhage, and 
calcification are often associated. 

Red degeneration is associated with total necrosis. 
The mass is necrotic and soft but homogeneous. No 
cysts are present. The process goes on through 
different stages to calcification. The necrosis is of 
the fatty type associated with thrombosis, extravasa- 
tion of red cells, and deposition of blood pigment. 
Vascularity is usual; the picture suggests venous 
obstruction. A remarkable amount of lipoid is 
found. 

Calcification occurs in two forms. In red degener- 
ation calcium is deposited at the periphery. In other 
types of degeneration the deposit takes the form of 


scattered bony areas, most commonly associated 
with areas of hyaline degeneration. 

Infection of fibromyomata following degeneration 
is found also in cases of pedunculated and _ non- 
pedunculated tumors. 


Rubens-Duval, H.: Local Treatment of Operable 
Cancer of the Cervix of the Uterus (Idées 
directrices du traitement local des cancers opérables 
du col de l’utérus). Paris chir., 1925, xvii, 164. 


The author advocates systematic pre-operative 
radium therapy in operable cancer of the cervix be- 
cause he finds that it simplifies operation. The 
cancer cells in the parametrium are usually destroyed 
by it, and if any remain they are in the walls of the 
uterus and a simple hysterectomy is sufficient for 
their removal. Moreover, the patient’s general 
health is greatly improved by pre-operative radium 
therapy so that she is better able to withstand 
operation. 

Many surgeons claim that pre-operative radium 
therapy causes periuterine sclerosis which makes 
operation difficult and dangerous, but the author 
maintains that both the roentgen rays and radium 
tend to atrophy the tissues and that sclerosis, if it 
exists at all, is due to cytolysis of the cancer cells 
brought about by the radium. The same surgeons 
maintain that operation should be performed within 
three weeks after the use of radium, if at all, but 
Rubens-Duval claims that if this is done the greatest 
advantages of the radium therapy will be lost as the 
ulcers will not be given sufficient time to cicatrize or 
the cervix to become disinfected. Moreover, the 
patient will still be suffering from the shock of the 
radium treatment at the time of operation, and the 
superimposed surgical shock may prove fatal. 

About two months are required for recovery from 
radium treatment. As a recurrence will not take 
place before ten months, the best time for operation 
is from two to ten months after the radium applica- 
tion. 

If operation is performed first, radium or roentgen- 
ray treatment should not be given until a recurrence 
develops as it is unnecessary and is attended by the 
danger of injury to the bladder and intestines. 
Moreover, if any cancer cells are left after the opera- 
tion they are in a state of lowered vitality and are 
therefore not radiosensitive whereas the connective 
tissue, which is in the process of repair, is very active 
and therefore more than usually radiosensitive. 
Recurrences develop more frequently in patients 
operated upon and then irradiated than in patients 
treated by operation alone. 

Aubrey G. Morcan, M.D. 


Doederlein, G.: Is There a Primary Mortality in the 
Treatment of Carcinoma of the Uterus with 
Radium? (Gibt es eine primaere Mortalitaet bei 
der Radiumbehandlung des Uteruscarcinoms?) Zen- 
tralbl. f. Gynaek., 1925, xlix, 852. 


In reviewing seventy-seven cases of carcinoma of 
the uterus which were treated by operation, Bumm 
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and Philipp reported that of four patients who were 
carriers of virulent streptococci three died. They 
reported also that virulent micro-organisms were 
found in from 10 to 30 per cent of cases of carcinoma 
examined within a period of a year, the percentage 
depending upon the degree of necrosis. On the basis 
of these facts, Doederlein discusses the advantages 
of radium and X-ray treatment. 

Under unfavorable conditions fatal sepsis may 
follow the insertion of the radium capsule. In the 
Munich clinic the primary mortality in 2,200 cases 
was about 0.3 per cent. While biopsy, excochleation, 
and instrumental dilatation of the cervical canal for 
the intracervical or intra-uterine application of 
radium may be associated with some danger, the 
Munich clinic has not discarded these procedures. 
It is possible, however, that the pressure of the 
radium capsule may force infected wound secretion 
into opened blood and lymph vessels. The author 
recommends that before treatment is begun a viru- 
lence test be made and if this test proves positive, 
that the treatment be limited at first to the use of 
the roentgen ray or the vaginal application of radium 
without instrumental interference. Pape (G). 


Gignoux, F., and Pollosson, E.: Lesions of the Cer- 
vical Stump After Subtotal Hysterectomy (Des 
accidents survenant au niveau du moignon cervical 
aprés hystérectomie subtotale). Lyon chir., 1925, 
xxii, 330. 

The authors discuss three cases of neoplasm 
developing in the cervical stump following subtotal 
hysterectomy. 

Case 1 was that of a woman 4o years of age who 
was operated upon fourteen years previously for 
pyosalpinx. When she was seen by the authors she 
had an epithelial type of carcinoma of the cervix 
which was inoperable: Radium was used, but death 
occurred at the end of two years. 

Case 2 was that of a woman who was operated 
upon in 1919 for fibroids and ovarian cyst. In 1922, 
cervical bleeding occurred which was attributed to 
metritis. This was controlled for six months by 
curettage. When it recurred a large mushroom 
growth of adenocarcinoma was found. This was 
scraped away and radium was applied. Eight months 
later the patient was in excellent health. 

Case 3 was that of a woman who had had a 
hysterectomy for fibroids. Four months later she re- 
entered the hospital with the typical local and gener- 
al picture of advanced carcinoma of the cervix. 
Biopsy was done and radium applied. Involvement 
of the bladder was suspected. When the patient re- 
turned at the end of three months for another ap- 
plication of radium and a second biopsy the growth 
and symptoms had entirely disappeared. Ten 
months later she was in excellent condition. The 
diagnosis was benign glandular adenoma, in which 
radium is more effective than in the epithelial type 
of growth. In the authors’ opinion, the cervical 
stump should be removed vaginally in spite of the 
operative risk. Goopricu C. ScHAUFFLER, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Royster, H. A.: The Pus Tube and Its Management. 
Am. J. Obst. & Gynec., 1925, X, 392. 


In the modern management of the pus tube the 
first efforts during the primary acute attack or a 
fresh lighting up of an old lesion are directed toward 
palliation. Rest is the chief necessity. A full diet, 
hot pelvic packs, and a saline purge every morning 
are also beneficial. A daily dose of magnesium sul- 
phate is most effective in relieving the pain, and if 
begun early enough will usually render the use of an 
anodyne unnecessary. Large series of cases treated 
with and without salines have convinced the author 
that in those in which the salts were used the con- 
dition ran a shorter course. 

The proper time to advise surgical interference in 
pyosalpinx is always open to debate. Operation need 
not be long delayed after the acute attack. A week 
may be sufficient for the subsidence of the inflam- 
matory process. At the end of that time operation 
may be performed easily and safely as the adhesions 
formed will be strong enough for protection and yet 
not too dense for manipulation and the disease 
structures may be peeled out. 

A correct decision as to whether, when, and how to 
operate in pyosalpinx depends upon experience and 
careful observation. Royster states that there is 
something about patients with this condition—the 
facial expression, the feel of the pelvis, the history of 
the disease, the lay of the hand—that indicates what 
will be safe and successful. 

In the discussion of this report CHALFANT stated 
that in the cases of young women with the first at- 
tack he usually abstains from operation if there is no 
gross damage to the pelvis. In some of these cases 
the condition has cleared up and the patient has 

later become pregnant. In the acute _— especial- 
ly, purgation is contra-indicated. A dose of castor 
oil or of magnesium sulphate has caused a rise in 
temperature lasting from twenty-four to forty-eight 
hours. 

KING said that in gynecology, as in other branches 
of medicine, the aim should be the prevention of 
pathological changes and that we are not preventing 
such changes when we allow a suppurating tube to 
involve adjacent structures in inflammation and 
adhesions which eventually will require extensive 
surgery. The fact that a salpingitis subsides after 
several weeks does not necessarily mean that there 
will not be subsequent attacks leading to the develop- 
ment of a pus tube requiring operation. At the time 
of operation it may be necessary to remove diseased 
ovaries and if an ovary in a doubtful condition is left 
it may later give rise to symptoms necessitating its 
subsequent removal. This is not conservative 
gynecology. 

WARD Stated that he obtains ve ry much better 
ultimate results in the conservation, not only of the 
ovary but also of the child-bearing function, by de- 
laying operation until both the acute and subacute 
stages are past. E. L, Cornett, M.D. 
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Geller, F. C.: The Effect of Weak Irradiation of the 
Ovary as Indicated by Experimental Investiga- 
tions on Animals: A Contribution on Stimulat- 
ing Irradiation of the Ovary and Temporary 
Sterilization (Ueber die Wirkung  schwacher 
Kierstocksbestrahlung auf Grund tierexperimenteller 
Untersuchungen; Ein Beitrag zur Frage der Eier- 
stocksreizbestrahlung und der temporaeren Sterili- 
sierung). Strahlentherapie, 1925, xix, 22. 

Ever since the development of roentgen technique 
the application of the greatest possible dose of the 
rays and the hardest rays with the avoidance of gross 
clinical and anatomical injuries has been attempted 
on the assumption that the curative effect of the 
roentgen rays is due to the destruction of the cells. 
In the author’s opinion the importance of the con- 
nective tissue and of the indirect general effect pro- 
duced by the irradiation have not been given suffi- 
cient consideration. 

Attention was called to the connective tissue re- 
action by Perthes, Teilhaber, Fraenkel, Opitz, and 
others. Observations of the effect of irradiation in 
inhibiting and accelerating the growth of plant seeds 
(Juengling and others) and of animals (Lazarus- 
Barlow and others) led to the assumption that the 
stimulating effect was of special therapeutic value in 
the treatment of tumors and tuberculosis. Some 
roentgenologists believe that there is an irradiation 
effect which stimulates cell function while others 
maintain that the stimulation is due to increased cell 
destruction with the liberation of ferments and cata- 
bolic products. Holzknecht and others assume that 
only a cell-destroying action occurs; that the ap- 
parent stimulation effect is caused by the failure of 
physiological inhibiting and regulating influences 
(hormones) and by pathological hypertrophy. 

The author admits the possibility of an indirect 
stimulating effect through the decomposition prod- 
ucts of protein (irradiation of the hypophysis, Rahm). 
The transition from the stimulating (accelerating) 
effect to paralysis is indefinite. It would be well to 
determine whether the cells can be placed in a state 
of increased function. This would have to be demon- 
strated histologically by enlargement of the organ, 
an increase in the cells, nuclear mitotic figures, and 
microchemical staining. A direct effect can be as- 
sumed only when changes produced indirectly by 
stimulation can be ruled out. 

As stimulative irradiation of the ovary is used 
quite extensively in gynecology without a sufficient 
scientific foundation for it, the author attempted to 
determine experimentally the effect of small doses 
on the ovary and indirectly on the organism, taking 
into consideration at the same time the mechanism 
of the effect in temporary sterilization. He attempt- 
ed to determine whether stimulation of ovarian 
function, direct or indirect, can be produced by small 
doses of X-rays. 

He concludes that in no instance in his experi- 
ments on female rabbits and rats was it possible to 
determine with certainty from the histological pic- 
ture that a stimulating effect had been exerted upon 


the ovary. The frequently observed greater number 
of young maturing follicles in the irradiated ovaries 
suggests an effect of irradiation stimulation upon 
certain primary follicles, but the constancy of this 
observation, namely, the preponderance of young 
follicles in irradiated ovaries, has not been proved. 
Furthermore the increase in young maturing follicles 
never even approaches the decrease in the primary 
follicles. Consequently, most of the primary follicles 
are undoubtedly not stimulated to growth but are 
injured or destroyed. 

In the experiments reviewed a strikingly large 
number of the young follicles had undergone degen- 
eration, and the stimulation possibly acted only 
transiently. The diminution of the primary follicles 
was especially marked when the dose was as low as 
to per cent of the skin unit dose. As the largest of 
the graafian follicles were injured most often, it ap- 
pears that physiological atresia of the follicles was 
accelerated. 

Neither was it possible to determine any stimulat- 
ing effect on the function of the ovaries. Uterine 
hypertrophy was observed to be especially marked 
after isolated irradiation of the uterus. No stimulat- 
ing effect was observed upon the secondary sexual 
characteristics. With regard to the effect of the 
irradiation on the body as a whole, nothing definite 
can be stated as yet. 

While the author does not desire to apply his ob- 
servations on animals to the human ovary, he be- 
lieves that he is justified in stating that the so-called 
stimulating dosage destroys a large number of folli- 
cles in all stages without any apparent selective 
action on particular groups. 

In amenorrhoea with the anatomical picture of a 
small number of primary follicles, almost no graafian 
follicles, no corpora lutea, and a stroma which is rich 
in fibrous tissue, an effect from irradiation is not to 
be expected. 

In degeneration of the ovaries with the formation 
of small cysts a result can be expected only insofar as 
constitutionally inferior ova can be destroyed. 

In menorrhagia a retarding effect on menstruation 
can result only when the intervals of maturity be- 
come greater as the result of the destruction of many 
ova and follicles in all stages. While in amenorrhcea 
the menstrual intervals become shorter, in menorrha- 
gia they are longer, but in both the early cessation of 
the generative function of the ovaries (climacterium 
precox) is to be expected. The author therefore 
warns against the indiscriminate use of stimulating 
irradiation. 

Roentgen treatment may be of value for the 
hypoplastic uterus if the growth impulse of the or- 
gan responds first to the hormonal stimulation of the 
ovary. 

Geller suggests also reservation in temporary 
sterilization by the X-rays since marked diminution 
of the generative power is to be expected therefrom. 
He believes that his conception of the mechanism 
of weak irradiation of the ovary is based on a more 
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firm foundation than the vague supposition of a 
direct functional stimulation. 
Twenty photographs and photomicrographs il- 
lustrate this very comprehensive report. 
Pape (G). 


Cignozzi, O.: Mucoid Ovarian Cysts and Their 
Complications (Le cisti ovariche e le loro com- 
plicazioni). Policlin., Rome, 1925, xxxii, sez. chir., 
321. 

The author tabulates twenty-four cases of mucoid 
ovarian cysts, including the results of operation. 
These cysts may be formed by the occlusion of an 
unruptured graafian follicle or the invagination of 
aberrant embryonic epithelium. In either case the 
epithelium continues to secrete mucus and the cyst 
to enlarge. 

The cysts vary in size and may be solitary or 
multiple. They generally develop during active 
sexual life and their growth is furthered by preg- 
nancy. They are more frequent in multipare and 
become more evident after labor, but the fact that 
they have been found also in infants and in women 
over 60 years of age supports the theory of their 
origin from embryonic inclusions. 

The symptoms depend upon the size of the cysts. 
In cases of small ones not exceeding 300 c.cm. in 
volume and located in the true pelvis, there are 
practically no symptoms. In cases of medium-sized 
cysts from 500 to 2,000 ¢c.cm. in volume and with an 
iliac or hypogastric location, the symptoms are 
uterine or vesical. When the cysts are large, the 
signs are those of compression of abdominal organs. 

The most frequent complications are intestinal 
adhesions from recent or old peritonitis and torsion 
of the pedicle, rupture of the walls, infection of the 
contents, and cancerous degeneration of the cyst. 

The chief condition to be differentiated is echino- 
coccus cyst of the omentum or pelvis. In the latter 
there is eosinophilia and Casoni’s intradermal re- 
action is positive, while in cysts of the ovary both of 
these signs are negative. 

The operation of choice in cases of uncomplicated 
cysts is abdominal ovariectomy through a median 
subumbilical incision. The most recent statistics 
show a mortality of 4 per cent in operations for 
cystoma, but in uncomplicated cases recovery re- 
sults in 100 per cent. |Auprey G. Morcan, M.D. 


Burger, P.: Several Cases of Infected Ovarian Cyst 
(A propos de quelques cas de kyste ovarien infecté). 
Gynécologie, 1925, xxiv, 364. 

It is estimated that 3 per cent of ovarian cysts be- 
come infected. Infection occurs from the bowel, 
tubes, or appendix or by way of the lymph or blood 
stream. The most favorable time for the occurrence 
of such infection seems to be the puerperium. The 
diagnosis is difficult because the symptoms are 
varied. In one of the cases reported, very rapid en- 
largement of the abdomen led to the erroneous 
diagnosis of peritonitis with ascites although the 
presence of an ovarian cyst was known. In another, 


a large, soft, abscessed fibroid was mistaken for an 
infected ovarian cyst. 


Goopricu C, SCHAUFFLER, M.D. 


Beuttner, A.: The Operative Technique for the 
Removal of Intraligamentary Ovarian Cysts 
(Technique opératoire des kystes ovariques intra- 
ligamentaires). Gynécologie, 1925, xxiv, 65, 1209. 

The author gives a detailed description of a large 
number of cases of intraligamentary ovarian cysts 
and discusses the problems presented by each. 

When the abdomen is opened the anatomical situ- 
ation of the mass should be determined first and the 
findings should govern the subsequent procedure 
with regard to the removal of the cyst and the repair 
of the peritoneum. In this first step insurmountable 
difficulties are often met. Usually it is impossible to 
determine the relations of the cyst without first re- 
moving the pelvic organs. 

In the presence of a unilateral cyst it is important 
to determine at once whether or not the correspond- 
ing tube should be conserved. Often removal of the 
tube greatly simplifies the subsequent steps of the 
operation. The peritoneal covering of the upper pole 
of the cyst maybe formed by either the posterior or 
the anterior surface of the broad ligament. When the 
tube is found stretched across the dome of the cyst, 
both serous coats of the broad ligament have con- 
tributed equally. The hypertrophied round ligament 
located on the upper surface of the tumor may 
indicate the subserous development of the tumor and 
the position of the uterus. By puncture of the cyst 
or its displacement outside the abdomen the 
anatomical situation may be often clarified and the 
operation facilitated. In general it is better to leave 
the cyst intact as this simplifies its enucleation. 

Insacrificing the tube the tumor should first be freed 
from its connections with the uterus, and if the adhe- 
sions between the cyst and the uterus are intimate 
the uterus should be removed. 

Instead of incising the peritoneum over the dome 
of the cyst, the author recommends incising hori- 
zontally along its anterior limit. In this way no time 
is lost in dissecting the peritoneum which will be of 
no value in the subsequent repair. After incision of 
the anterior layer of the broad ligament and section 
of the tube at the uterine cornu, the tumor can be 
removed by dissection from below upward and from 
forward backward. 

If the tube is found in front and at the base of the 
tumor, and if it is to be conserved, the posterior 
layer of the peritoneum should be incised parallel 
with the tube and the tumor removed from before 
backward. 

Hysterectomy is indicated when the cyst is inti- 
mately connected with the uterus, when the uterus 
itself is pathological, when the cyst shows evidence 
of malignancy, and when the tubes are diseased. 
Removal of the uterus may sometimes be necessary 
for satisfactory repair of the peritoneum. When bi- 
lateral cysts are found, hysterectomy is usually 
indicated, but the patient’s age and general condition 
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and the nature of the pathological changes must be 
taken into account. 

Marsupialization of the cyst occasionally becomes 
necessary because of extensive adhesions or malig- 
nancy. 

Ventrofixation of the uterus is sometimes advis- 
able to prevent postoperative deviations. 

The author gives an extensive review of the French 
and German literature on the treatment of cysts of 
the broad ligament. One of the principal problems 
discussed is the treatment of large defects in the 
peritoneum. Certain gynecologists maintain that 
after careful hemostasis a large raw surface can be 
safely left in communication with the peritoneal 
cavity while others insist on complete repair of the 
peritoneal surface. A compromise is found in drain- 
age. A large tube may be introduced through the 
lower angle of the abdominal incision or through the 
vagina to the bottom of the cavity left by the cyst, 
or a long tube may be employed, one end being fixed 
in the abdominal incision and the other brought out 
through the vulva. ‘The repair of the serosa is made 
as complete as possible. When there is a large oozing 
cavity which cannot be obliterated, the author does 
not hesitate to tampon the parametrium. The end 
of the pack is brought out through the abdominal 
wound or the vagina. To exert counter-pressure an- 
other pack is sometimes placed in the cul-de-sac of 
Douglas. Again, the latter may be used to assure 
collapse of a cavity after complete repair of the 
serosa. The use of a Mikulicz drain is reserved for 
very large defects, especially when the cyst has 
been only partially removed. 

AuBert I. De Groat, M.D. 


Black, W. T.: Solid Teratomata of the Ovary: 
Report of Two Cases. Am. J. Obst. & Gynec., 1925, 
X, 345- 


One of the author’s patients with solid teratoma 
of the ovary was a colored girl 12 years of age and 
the other‘a white married woman 30 years of age. 
The latter had given birth to a child ten months pre- 
vious to the operation for the removal of the tumor. 

The tumors were large, weighing 1,994 and 2,267 
gm. In the tumor removed from the colored girl 
there was no evidence of malignancy, but in that 
removed from the white woman there were many 
areas showing large spindle-celled sarcomatous 
transformation rich in mitotic figures. 

Both patients recovered. The woman with the 
malignant changes was still in good health fourteen 
months after the operation. E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Kakuschkin, N. M.: Five Cases in Which a Vagina 
Was Constructed from the Large Intestine 
(Fuenf Faelle von Bildung einer Vagina aus dem 
Mastdarm). Festschr. s. 25 jachr. Amtsjubil. ». 
Okintschitz-Leningrad, 1924. 


Four of the cases reported were cases of congenital 
defect of the vagina and one was a case of vaginal 


obstruction due to an operation. In three cases the 
operation of Popow was done, and in two that of 
Schubert. The author chose these operations in 
preference to the technically easier Baldwin and 
Mori operations because Kuestner reported that in 
forty-seven cases in which the vagina was formed 
from the large intestine there were no deaths while 
in forty-nine cases in which it was formed frem 
the small intestine there were ten deaths. 

In the author’s cases there were two deaths. The 
cause was purulent peritonitis due to opening of the 
peritoneum of the pouch of Douglas during the 
separation of the intestine. Three patients recovered 
and are at present capable of cohabitation. 

On the basis of his results the author prefers the 
Schubert operation to the Popow procedure because 
it requires less manipulation of the intestine. 

TAVILDAROW (Z). 


Spencer, H. R.: On Some Unusual Vaginal Fistule. 
Am. J. Obst. & Gynec., 1925, xX, 365. 

The author emphasizes the value of silver wire 
sutures in the treatment of vesicovaginal fistula and 
complete rupture of the perineum. A hollow needle 
is used to introduce them. He reports the following 
four cases: 

Case 1. A minute vesicovaginal fistula which was 
repeatedly overlooked until the vagina had been 
stretched with an expanding speculum. 

Case 2. A vesicovaginal and ureteral fistula fol- 
lowing the application of radium after vaginal 
hysterectomy for cancer. This was successfully 
treated by operation with the use of silver wire 
sutures. 

Case 3. A faecal fistula between the sigmoid flex- 
ure and the vagina which had been overlooked by 
nine doctors because they failed to use a probe. 

Case 4. A congenital vaginal fecal fistula in a 14- 
year-old girl who had a double rectum, the posterior 
bowel opening at a normal anus and the anterior 
bowel opening into the vagina (anus vaginalis). 

The method of treatment in each case is described. 

In the discussion of this report DeLEE, PoLak, 
GRAVES, WARD, and Rawls stated that they favor 
the use of silver wire sutures. MILLER, BRETTAUER, 
and Taussic reported that they have obtained good 
results with catgut and silkworm gut. ADaAtrr report- 
ed a case of vesicovaginal fistula in a young mentally 
defective girl due to the introduction of a wooden 
spool into the vagina by the patient. This pa- 
tient had also an imperforate anus. 

KE. L. Cornett, M.D. 


MISCELLANEOUS 


Siredey, A.: The Metrorrhagias of Girls and Young 
Women (Les métrorragies des jeunes filles). Gyné- 
cologie, 1925, XXiv, 193. 

The virginal metrorrhagias constitute an impor- 
tant group of pathological genital conditions. They 
are common and due to a variety of causes which are 
difficult to diagnose. 
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The first few days after birth it is not rare to ob- 
serve a flow of blood from the vulva. This is without 
importance and ceases in a short time. It is due to 
a transient utero-ovarian activity and is analogous 
to the changes often seen in the breasts. 

Irregular bleeding in girls between 3 and 10 years 
of age is sometimes regarded as precocious menstrua- 
tion but is almost always due to a vulvitis and this 
is generally gonorrhceal. 

The metrorrhagias of girls appear only with pu- 
berty. They are generally of the menorrhagic type, 
occurring at each period with variable intensity and 
duration, and in a short time lead to anaemia which 
in turn aggravates the haemorrhages. 

When the hemorrhages are very prolonged or ir- 
regular they are apt to be the result of changes in the 
endometrium, the myometrium, or the adnexa. This 
distinction is not at all absolute, however, as hamor- 
rhages due to fibromata or sclerocystic oéphoritis 
may remain for a long time rhythmic, while the 
hemorrhages dependent upon cardiac, renal, or 
hepatic lesions may appear at any time following 
fatigue or acute intercurrent disease. 

The systemic causes of metrorrhagias are numer- 
ous and important. Primary mitral stenosis may 
cause menstrual disturbance before any other symp- 
tom. Mitral disease of rheumatic origin, albuminu- 
ria, familial cholamia, recurrent icterus, and biliary 
colic are also important. Enterocolitis and especially 
chronic appendicitis are prone to produce amenor- 
rhoca alternating with menorrhagia. Weil has shown 
that certain menorrhagias are associated with a 
tendency toward haemophilia and retardation of the 
coagulation time of the blood. In Basedow’s disease, 
hemorrhages may occur for no very apparent reason. 
A familial tendency is sometimes found. A purely 
functional form often occurs with the onset of 
puberty and disappears spontaneously after the first 
few months or years. This is usually amenable to 
rest in bed. 

Without doubt the endocrine organs are of great 
importance in these metrorrhagias and menorrhagias, 
but the manner in which they act is almost unknown. 
Many patients show abnormalities of growth. Some 
are of small stature, and have a feeble muscular devel- 
opment and hypertricosis. Some are large and have 
a tendency to become obese; and show rudimentary 
development of the piliary system. Frequently there 
is circulatory instability. However, among this class 
of patients, tuberculosis and hereditary syphilis are 
not uncommon and should always be carefully 
searched for. 

The fact must not be lost sight of that these vir- 
ginal menorrhagias may be caused by gross lesions 
of the genital system. This is true much more fre- 
quently than is generally supposed. Fibroids are 
sometimes found between the ages of 15 and 20 
years. Between the ages of 25 and 30 years they are 
more frequent among unmarried than among married 
women with children. Cancer is rare, but has been 
observed by the author in a patient of 19 years. 
More common, are polypoid vegetations of the endo- 


metrium which sometimes are localized and some- 
times are diffuse. In cases of this type the diagnosis 
is usually made after curettage, but the condition 
may be suspected when the hemorrhages are very 
prolonged and in the intervals thick, bloody mucus 
and large quantities of serum are expelled. Little is 
known regarding the etiology of this condition. 

In the author’s opinion it is a benign hyperplasia 
of the endometrium. He has had many patients with 
this condition under observation over a period of 
twenty years and has never known one of them to 
develop cancer. 

In another lesion which is even more obscure the 
endometrium is softened and covered by a wine- 
colored scum. The microscope shows the epithelium 
to be atrophied and the cells more or less degenerated. 
This seems to be a special variety of endometritis 
which is associated frequently with marked flexion 
of the uterus. It is possible that anaerobic organisms 
play a certain réle as in the endometritis of aged 
women. Lesions of the adnexa are not especially 
common. Cysts of the ovary have little effect upon 
the general health and act only by interfering with 
the pelvic circulation. They are too often mistaken 
for the most common form of salpingitis, but when 
large painful ovaries cause severe metrorrhagias the 
presence of hereditary syphilis must be considered. 

The menorrhagia which appears with puberty 
seems to be of little importance at first, but gradually 
increases in severity. This is usually due to systemic 
causes. The rarer type which appears after a con- 
siderable period of normal menstruation is more 
often due to local lesions. 

The treatment should be, when possible, etio- 
tropic, but the difficulties in the way of an accurate 
diagnosis are great and as most of these disturbances 
prove amenable to conservative methods it is best 
to proceed slowly. ‘The most simple and efficacious 
treatment is absolute rest in bed during the menstru- 
al period. This often suffices for the so-called essen- 
tial menorrhagias. Many of the usual medicaments 
are efficient preventives but are of little value against 
a hemorrhage well under way. 

The various hyperplasias of the endometrium and 
the form of endometritis mentioned may often be 
cured by curettage. When the symptoms reappear, 
small doses of radium give excellent results and do 
not arrest menstruation. ‘The X-rays have also 
yielded remarkable results, but the author prefers 
radium, especially because it gives an opportunity to 
determine the state of the uterine mucosa. However, 
radium must not be used indiscriminately. 

When gross lesions necessitate operative treat- 
ment, the operation should always be as conservative 
as possible. Avsert F. De Groat, M.D. 


Chalier, A.: Pelvic Cysts Following Total Castra- 
tion for Pyosalpinx (Des kystes pelviens consecu- 
tifs aux castrations totales pour pyosalpinx). Lyon 
chir., 1925, xxii, 371. 

The author reports four cases in which he per- 
formed a supracervical hysterectomy and removed 
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the tubes and ovaries for pyosalpinx. In three of the 
cases the operation was difficult, and in two of these 
it was necessary to leave parts of the left tube. Ata 
second operation which was performed on the four 
patients from one and one-half to four years after 
the first operation, a cyst was removed from a region 
corresponding to the base of the left broad ligament. 
These cysts ranged in size from that of an egg to 
that of a small orange. One was multilocular and the 
others single. ‘Two, which resembled simple ovarian 
cysts, were thick walled. Another cyst resembled a 
hydrosalpinx. Three were easily enucleated. 

Recurrent hot flashes were symptoms in all of the 
cases. These did not resemble the hot flashes of the 
menopause, but were associated with exacerbation 
of the pelvic pain and fever. The other symptoms 
were those of the original disease. 

The histogenesis of these cysts is problematical. 
As the author is not convinced that surgical removal 
is the best treatment, he used radium in one case in 
which there was an apparent recurrence. The result 
is not reported. Goopricu C. ScHAUFFLER, M.D. 


Cotte, G., and Dechaume, M.: The Technique and 
Indications for Operation on the Pelvic Sym- 
pathetic Nerves; Hypogastric Periarterial Sym- 
pathectomy and Section of the Presacral Nerve 
in Gynecology (Technique et indications opéra- 
toires des interventions sur le sympathique pelvien: 
sympathectomie périartériclle hypogastrique; section 
du nerf présacré en gynécologie). J. de chir., 1925, 
XXV, 053. 

The authors have obtained good results from 
hypogastric periarterial sympathectomy and _ resec- 


tion of the presacral nerve in pelvic neuralgia, 
vaginismus, refractory dysmenorrhoea, uterine hypo- 
plasia with amenorrhoea, metrorrhagia, and leucor- 
rhoca of ovarian origin. Leriche has used periarterial 
sympathectomy also in kraurosis vulve and _ in 
neuralgia following the application of radium. 

In the authors’ cases hypogastric periarterial 
sympathectomy was performed six times and resec- 
tion of the presacral nerve thirty times. In two cases 
the operation was performed either alone or with 
partial resection of the ovary. In the others cither 
unilateral or bilateral salpingectomy or unilateral 
ovariectomy was performed. In two cases a total 
hysterectomy was done in addition. The technique 
of the two operations is described in detail. 

The presacral nerve is found on the sacral promon- 
tory just under the peritoneum, above the common 
iliacs, and usually between the bifurcation of the 
common iliacs and the promontory. In thin subjects 
it can be seen before the peritoneal incision is made, 
and it can always be felt as a small cord. A 1- or 
2-cm. portion of the nerve is resected. 

In the majority of the cases urination was more 
frequent than after the usual gynecological opera- 
tions, occurring four or five times during the first 
twenty-four hours. In three cases there was reten- 
tion of urine for forty-eight hours, and in one case a 
slight retention occurred on the fifth day. All of the 
women operated upon menstruated during the forty- 
eight hours after the operation, regardless of the 
time of the previous menstruation. There were no 
rectal symptoms. Gas pains were less severe than 
usual. SALVATORE DI PALMA, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Keller, R.: Intestinal Occlusion and Pregnancy; 
Puerperal Pseudo-Ileus (Occlusions intestinales et 
grossesse; le pseudo-ileus puerperal). Gynécologic, 
1925, XXiV, 354. 

Cases of intestinal occlusion due directly to pres- 
sure in an otherwise normal pregnancy are rare. The 
direct cause is pressure of the full uterus on some 
part of the bowel. In the majority of the cases the 
fetal head presses upon the pelvic colon or sigmoid. 
In pregnancy complicated by tumor or pressure 
caused by retroversion, the likelihood of intestinal 
occlusion is increased. 

Intestinal occlusion due indirectly to pregnancy 
is caused by the formation of adhesions. Such adhe- 
sions may be the result of a postpartum infection. 
When the bowel is adherent to the uterus, angulation 
occurs as the adherent portion is drawn up with the 
growing uterus. A short mesentery hastens the 
event. Volvulus may occur. 

The author reports two cases of pseudo-ileus, both 
showing the typical picture of an acute obstruction. 
One was relieved by enemata and atropine. In the 
other, no cause was found at operation and recovery 
resulted without the establishment of a fistula for 
drainage. 

Even when at operation in such cases no cause is 
found it is wise to prepare an area where the bowel 
may be tapped if necessary. The usual measures 
should be tried. Goopricu C. SCHAUFFLER, M.D. 


Vallois and De Carréra: Normal Pregnancy in a 
Woman Who Had Had Pernicious Anaemia in a 
Previous Pregnancy (Grossesse normale chez une 
femme ayant présenté une anémie pernicieuse lors 
d’une grossesse antérieure). Bull. Soc. d’obst. et de 
gynéc. de Par., 1925, Xiv, 413. 

A 24-year-old woman, pregnant for the third time, 
was delivered of twins in the eighth month. The 
infants died within forty days after their birth. The 
woman was found to have pernicious anamia with 
only 800,000 erythrocytes per cubic millimeter of 
blood. She recovered within three months, the 
erythrocytes increasing to 4,700,000. She left the 
hospital July 4, 1923. On June 21, 1924, she was 
seen again by the authors when she had been preg- 
nant for about two and one-half months. She was 
delivered normally at term and left the hospital in 
good health two weeks later. 

Normally the fetus obtains the iron necessary for 
its tissues from the mother’s red cells. Destruction 
of the red cells is brought about by a syncytial fer- 
ment which can be extracted from the placenta with 
ether. The destruction of the mother’s erythrocytes 
stops at about the fifth month of pregnancy as the 
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result of the neutralizing action of the hypercholes- 
terinemia of pregnancy. If this physiological hyper- 
cholesterinamia fails to develop, the destruction of 
red blood cells continues and pernicious anamia de- 
velops. 

This theory was confirmed in the case reported. 
When the patient entered the hospital in June, 1924, 
the cholesterin content of her blood was below nor- 
mal. She was therefore given two doses of 0.75 gm. 
each of cholesterin per day for two months. At the 
end of that time the treatment was stopped as the 
blood cholesterin was practically normal. The 
patient was ultimately delivered normally although 
the hypercholesterinemia which is normal at term 
was not present. On account of the absence of the 
hypercholesterinemia the redevelopment of per- 
nicious anemia was favored, and if the patient had 
had a pregnancy toxemia it would doubtless have 
again taken that form. Auprey G. Morcan, M.D. 


Ohlsson, I.: A Case of Leukzemia and Pregnancy 
(Ein Fall von Leukaemie und Schwangerschaft). Acta 
gynec. Scand., 1925, iii, 317. 

To date, twelve cases of leuka#mia complicating 
pregnancy have been reported in the literature. In 
four, the pregnancy occurred after the leukamia had 
begun, while in eight it began during the course of 
the pregnancy. Leukemia is probably a chance 
complication of pregnancy. Its cause in such cases, 
as in others, is unknown. The author reviews the 
histories of the twelve cases reported in the literature 
and reports a new case. The latter was that of a 
patient who had leukemia for three years before she 
became pregnant. She was delivered normally and 
the blood from the umbilical cord was normal. After 
delivery she was sent to the medical section and 
treated with the roentgen rays and arsenic. Great 
improvement in her condition resulted. After a 
week she was discharged free from subjective 
symptoms. 

In pregnancy, the leukemia may be acute or 
chronic. In five of the acute cases reviewed the 
condition was fatal, but in one it improved after 
delivery. The result is due more to the nature of 
the disease than to its complication with pregnancy. 
In chronic leukamia the course of both the preg- 
nancy and the leukemia may be normal, but as 
a general rule the pregnancy makes the leukamia 
worse. 

One patient with chronic leukamia died soon 
after delivery. In five cases there was improvement 
after the puerperium. The leukemia may have an 
unfavorable effect on the pregnancy. In four of the 
cases reviewed a spontaneous abortion or premature 
delivery occurred. Pregnant women with leukamia 
are troubled more by distention of the abdomen than 
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normal pregnant women because the enlarged liver 
and spleen take up a great deal of the room. Consid- 
cring these facts it seems justifiable to induce 
abortion. In several cases this measure brought 
about considerable improvement. 

Leukaemia did not occur in the child in any of 
the cases reviewed. On microscopic examination of 
the placenta in Askanazy’s case the blood of the 
chorionic villi was found normal while that of the 
intervillous spaces was leukaemic. 

Auprey G. Morcan, M.D. 


Le Lorier: Temporary Hypertension; Uteroplacental 
Apoplexy; Conservative Czsarean Section 
(Hypertension transitoire; apoplexie utéro-placen- 
taire; césarienne conservatrice). Bull. Soc. d’obst. et 
de gynéc. de Par., 1925, xiv, 357- 

A primipara 31 years of age consulted the author 
for the first time on February 16, 1925, when she had 
been pregnant for about six and one-half months. 
She complained of lumbar pain, frequent headache, 
and vomiting which had occurred every morning for 
a week. The urine was normal but the arterial ten- 
sion was high—Riva-Rocci 16. In 1920 the patient’s 
right kidney had been removed for calculous pyo- 
nephrosis. 

In spite of the author’s orders, his assistants pre- 
scribed only a salt-free vegetable diet. The next day 
the urine contained a little pus and the urea content 
of the serum was 0.18. ‘Two days later there was 
swelling of the eyelids, and in the evening the hands 
and legs became oedematous, On March 7, at 5 
o’clock in the morning, the patient had a hemor- 
rhage, and at 6 o’clock a second one and a few painful 
uterine contractions. At 8:30 a.m. she was sent to 
the hospital. On her arrival she fainted. At 9 a.m. 
violent and regular pains began. At 10 o’clock she 
was in a state of shock and operation became im- 
perative. 

A diagnosis of premature detachment of a normal- 
ly inserted placenta was made and cesarean section 
was performed. A small fetus which had been dead 
only a short time was removed. The placenta was 
followed by a mass of clots which confirmed the 
diagnosis. As the liver was normal and the hemor- 
rhagic infiltration of the uterus was not deep, the 
author believed that the uterus should be preserved. 
He therefore sutured it. The abdomen was closed 
without drainage. Uneventful recovery followed the 
operation. 

Interesting aspects of this case were the marked 
hypertension nineteen days before the attack, the 
ready permeability to urea of the single kidney which 
was slightly infected, and the probable insufficiency 
of this kidney in the elimination of chlorides. 

In the discussion of this report CoUVELAIRE agreed 
with the author that the uterus should not be re- 
moved unless its walls are deeply infiltrated with 
blood. GuENtIoT questioned how this could be deter- 
mined if the cwsarean section did not pass through 
the infiltrated part of the uterus. 

Aubrey G. Morcan, M.D. 


Voron and Pigeaud: Two Cases of Encephalitis in 
the Course of Pregnancy with Death of the 
Fetus in the Uterus (Deux observations d’encépha- 
lite au cours de la grossesse avec mort du fetus in 
utero). Bull. Soc. d’obst. et de gynéc. de Par., 1925, 
xiv, 394. 


The patient whose case is reported first was a 21- 
year-old woman whose last menstrual period oc- 
curred April 10. On July 5 a relatively benign 
encephalitis set in with a temperature of 38.7 degrees 
C. On December 15 the patient gave birth to a 
macerated fetus which showed evidence of having 
been dead since the beginning of the encephalitis. 

The second patient whose case is reported was a 
woman of 19 years who, at the end of January, 
developed a very severe encephalitis with a tempera- 
ture of 40 degrees C. On February 14 she was prema- 
turely delivered of a dead fetus seven and one-half 
months old. While in this case the general disease 
with high fever may have been responsible for the 
death of the fetus, the authors believe that in the 
first case it was caused by the encephalitis virus. 

In the discussion of these two cases TRILLAT said 
that in 1919 he reported one of the first cases of 
encephalitis occurring during pregnancy. The 
woman was delivered normally. 

CoMMANDEUR stated that in 1920 he reported a 
case of encephalitis which began at the end of 
pregnancy. The child was delivered alive but died 
after fifteen hours. The mother also died. 

ReureR stated that he had observed a normal 
delivery in the case of a woman with parkinsonism 
following encephalitis. 

Voron called attention to the fact that the 
condition may have a medicolegal aspect. In one 
of his cases the mother was found in coma with the 
child dead by her side. Auprey G. Morcan, M.D. 


Matusovszky, D. A.: Syphilis and Pregnancy (Lues 
und Schwangerschaft). Monatschr. f. Geburtsh. u, 
Gynack., 1925, \xix, 173. 

The author emphasizes the great importance of 
systematic examination of the blood in obstetrics for 
the recognition of syphilis. In the interval between 
January 1, 1920, and June 30, 1923, he was able to 
demonstrate this infection in 11.3 per cent of the 
pregnant women seen in his clinic. Attention is 
called to the increase in venereal disease since the 
war. 

Karly diagnosis is of great importance. The best 
test for the condition is the Wassermann test, but a 
negative reaction does not exclude syphilis with cer- 
tainty. The author considers the Sachs-Georgi floc- 
culation test an indispensable supplement to the 
Wassermann test, but even the use of both procedures 
is not always successful. 

By means of serological examination alone, the in- 
fection was discovered in 3.2 per cent of 241 women. 
Unfortunately this percentage does not show the 
frequency of syphilis since, except in hospital cases, 
the blood test is done only when syphilis is suspected. 
In cases of abortion its incidence was 20.8 per cent; 
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in cases of premature delivery, 50 per cent; and in 
cases of macerated fetus, 70 per cent. 

Of 173 untreated women, sixty-three (36.4 per 
cent) were delivered of living infants without symp- 
toms. Twenty-three of the infants were born pre- 
maturely. Only 26 per cent of the mothers with 
syphilis have left the clinic with apparently healthy 
babies. 

Of the 116 other women, twenty-seven (15.6 per 
cent) gave birth to a luetic infant, while eleven (6.3 
per cent) were delivered of a dead infant and sixty- 
one (35.2 per cent) of a macerated fetus. 

Of the ninety infants that were born alive, twenty- 
seven (30 per cent) had manifest symptoms of 
syphilis and sixty-three (7o per cent) were without 
clinical evidence of the condition. Of the former, 80 
per cent, and of the latter, 30 per cent died in the 
first week of life. 

Only 4o per cent of the pregnancies complicated 
by syphilis were of normal duration. 

In the treatment of syphilitic pregnant women the 
author has obtained good results from the combined 
use of mercury and neosalvarsan. Of twenty-four 
thoroughly treated mothers who had a positive 
serum test, twenty-two gave birth to apparently 
healthy, full-term children, one to a premature luetic 
child, and one to a macerated child. Of twenty-six 
incompletely treated women, twenty-three had living 
full-term children, one a premature but living symp- 
tomless child, and two a luetic full-term child. Of 
twelve inadequately treated women, five were de- 
livered of a full-term living child; five, of a pre- 
mature but living child; one of a full-term luetic 
child; and one of a macerated child. Of the women 
treated before and during pregnancy, five had living, 
full-term, non-luctic children, and one a luetic living 
child. 

In the total number of treated cases, living, healthy 
children were born in 88 per cent, luetic children in 
7.5 per cent, premature children in 1.5 per cent, and 
macerated children in 5 per cent. Of the untreated 
women, 36.4 per cent had living healthy infants; 
15.6 per cent, luetic infants; and 41.7 per cent, dead 
and macerated infants. Eighty-seven per cent of the 
children of treated women left the clinic. 

These findings reveal the value of antisyphilis 
treatment. If this treatment is given during preg- 
nancy it must be borne in mind that the kidneys of 
the mother are especially susceptible to injury from 
the excretion of mercury. In ten of the cases re- 
viewed albumin was found in the urine. In two cases 
the author was compelled to interrupt the treatment 
also because of stomatitis and in two others because 
of enteritis. Neosalvarsan administered during preg- 
nancy causes no special manifestations. 

Changes in the attachment of the ova are not 
characteristic of syphilis. The demonstration of the 
spirochzeta pallida is not always possible. Increased 
weight of the placenta is of importance in the diagno- 
sis. Syphilis is dangerous to the newborn, lowers the 
mother’s resistance, influences the course of labor, 
and favors infection. NEUGARTEN (G). 


Hendry, W. B.: A Clinical Analysis of 152 Cases of 
Ectopic Gestation. Am. J. Obst. & Gynec., 1925, 
x, 386. 

While ectopic gestation may occur at any stage of 
sexual life, it is more common at and before the age of 
30 years than later. 

Relative sterility must be considered of some 
etiological importance. In 45 per cent of the cases 
reviewed by the author the condition occurred with- 
in two years of the last pregnancy. One of the 
patients, a woman 35 years of age, gave a history of 
fourteen full-term pregnancies followed by twelve 
abortions in the three years following the birth of her 
last child. Over 35 per cent of the patients gave a 
history of pelvic disease. 

The period of gestation at which the onset of 
symptoms most commonly occurs is between the 
fourth and eighth week, but in 22.2 per cent of the 
cases reviewed unusual symptoms were noted before 
the fourth week and in 20 per cent after the eighth 
week, Pain, a most important symptom, is absent 
in only 41.6 per cent of the cases. It may be of any 
degree or kind and may have almost any location in 
the pelvis or lower abdomen. 

External hemorrhage is also an important sign 
and may be taken as an indication of a threatened 
interruption of the pregnancy. There was no bleed- 
ing in 20 per cent of the cases reviewed, but profuse 
bleeding occurred in 6.5 per cent and slight bleeding 
in 73.5 per cent. A leucocytosis of above 15,000 
signified intraperitoneal rupture of the tube, while a 
count below that figure signified either tubal abortion 
with slight haemorrhage or an unruptured tube. 

In the treatment the expectant method was fol- 
lowed only when there was an error in diagnosis. In 
all emergency cases operation should be performed as 
quickly as possible and the loss of blood should be 
made up by blood transfusion or the intravenous 
injection of gum acacia solution, glucose, or normal 
saline solution. In two of the cases reviewed auto- 
transfusion was very satisfactory. 

In the discussion of this report Scorr stated that 
when the diagnosis is doubtful it can usually be 
rendered certain by colpotomy. 

FouLKROoD stated that the diagnosis must rest 
primarily upon the tactile sense and the initial 
symptom of pain or tenderness. 

McG.INN said that the maturin test is an impor- 
tant diagnostic aid and that recently he had used the 
urobilinogen test with satisfactory results. 

VINEBERG reported that he has had at least ten 
cases of associated intra-uterine and extra-uterine 
pregnancy. I. L. Cornett, M.D. 


Riotte, A.: Diverticular Tubal Pregnancy (Grossesse 
tubaire diverticulaire). Gynécologie, 1925, xxiv, 273- 
The older reports of diverticular tubal pregnancy 
were without value because, on account of a miscon- 
ception of the mode of implantation of the ovum, 
they were based simply on the location of the ovum 
in the tubal wall. The first authentic case was that 
reported by Henrotin and Hertzog in 1898. Since 
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then, the presence of paratubal cavities communicat- 
ing with the lumen of the tube have been frequently 
reported and have been believed by some to have an 
important réle in the etiology of ectopic pregnancy. 

In the case of one of the author’s patients who was 
operated upon for ectopic pregnancy a tube was 
found which had a swelling the size of a hazelnut at 
the juncture of its distal and middle thirds and an- 
other smaller nodule at the isthmus. Dilated and 
thrombosed veins were visible beneath the serosa. 
Thickening of the peritoneum and _ filamentous 
adhesions between the fimbriated end of the tube 
and the ovary gave evidence of a long-standing in- 
fection. 

Serial sections of the tube proceeding from the 
fimbriated extremity showed a large diverticulum of 
the lateral wall which communicated with the lumen 
distal to the first nodule. The diverticulum was lined 
with a very normal appearing epithelium which 
everywhere was intact. At this point there was no 
evidence of an ovum, but an early ovum was found 
at the site of the distal nodule, occupying the divertic- 
ulum and being entirely separated from the lumen 
of the tube by a musculofibrous wall. Proximal to 
the ovum the diverticulum narrowed to a fine point 
after giving off several fine branches. The latter 
portion of the diverticulum was of interest particu- 
larly because the wall was composed almost entirely 
of dense fibrous tissue containing minute agglomera- 
tions of leucocytes. Throughout the length of the 
tube proximal to the ovum were small gland-like 
diverticula situated in the wall and communicating 
with the lumen. At the isthmus, the site of the 
second nodule, the entire wall of the tube was riddled 
by such canaliculi. These formations were surround- 
ed by an excessive amount of fibrous tissue and 
numerous masses of leucocytes. In the author’s 
opinion, this was a true case of diverticular preg- 
nancy. 

Three varieties of tubal diverticula can be distin- 
guished. Some of them may be regarded as accessory 
tubes and hence not true diverticula. Others, which 
also are congenital, seem to be duplications of the 
lumen as they are lined by an epithelium which is 
typical in every respect. The third group are canalic- 
uli like those in the case reported which are more 
difficult to explain. It is possible that these divertic- 
ula might be formed by the epithelization of small 
intramural abscesses or by a sort of neoplastic pro- 
liferation of the tubal epithelium occasioned by ir- 
ritation. The former explanation is believed to apply 
to the author’s case in view of the distinct evidence 
of a preceding inflammation. 

ALBERT F. DE Groat, M.D. 


LABOR AND ITS COMPLICATIONS 


Hauch, E.: The Use of Hypophyseal Extract in Re- 
peated Small Doses. Rev. frang. de gynéc. et d’obst., 
1925, XX, 201. 

De Saint-Blaise, A. B.: The Hypophysis. Rev. frang. 
de gynéc. et d’obst., 1925, XX, 211. 


Cristalli, G.: The Use of Extract of the Posterior 
Lobe of the Hypophysis in Obstetrical Practice. 
Rev. frang. de gynéc. et d’obst., 1925, XX, 213. 

Barrales, J. M.: The Value and Danger of Hypo- 
physeal Extract in Obstetrics. Rev. frang. de 
gynéc. et d’obst., 1925, xx, 218. 

Chatillon, F.: Hypophyseal Extracts in Obstetrics. 
Rev. frang. de gynéc. et d’obst., 1925, xx, 226. 


Haucu has used hypophyseal extract in minimal 
doses (0.2 instead of 0.5 c.cm.), repeated if necessary 
in 250 cases. He has found that it can be used in 
this way without danger when normal delivery is 
possible but the uterine contractions are too feeble 
to bring it about. He has never seen its use followed 
by exaggerated or tetanic contractions which might 
endanger the life of the mother or the child. He be- 
lieves it is not the use, but the abuse, of the remedy 
that is dangerous. It should never be used when 
there is any obstacle to natural delivery or in cases 
of imminent rupture of the uterus, serious heart 
lesions, certain cases of eclampsia, or imminent intra- 
uterine asphyxia of the infant. Hauch advises 
against its use also in the cases of primipare when 
the head of the infant can be seen during the con- 
tractions but labor does not seem to progress because 
of rigidity of the perineum. An increase of the 
uterine contractions in such a case might cause the 
sudden death of the fetus. The use of forceps is 
therefore better. 

DE Sarnt-BLAIsE finds that hypophyseal extract is 
a good remedy but like all strong drugs must be used 
with intelligence and caution. It should not be used 
in breech presentations, cases of oedematous cervix, 
cases in which the head is not engaged, and those in 
which the head is high and the placenta is low. So 
long as it is given in enormous doses (doses as large 
as 2 c.cm. have been reported) and indiscriminately 
to primipare as well as multipare when the cervix is 
rigid and not dilatable, when the child’s head is not 
engaged or is prevented by the bag of waters from 
acting on the os, there will be failures and disasters. 
It is contra-indicated also when the os is completely 
dilated and the child’s head is at the floor of the 
perineum but cannot be expelled because the woman 
is exhausted or the uterus no longer reacts. In such 
cases the use of forceps is preferable. 

CRISTALLI concludes that the action of extract of 
the posterior lobe of the hypophysis is certain and 
effective. It is indicated in obstetrics whenever the 
forces available for delivery are insufficient to ac- 
complish it and when there are no mechanical ob- 
structions, that is, when the cervix is permeable and 
presentation and position are normal. It is best 
given by intramuscular injection and the best dose 
is % c.cm. Its action is generally almost immediate 
but may be delayed. A second dose should never be 
given until the effect of the first is seen to be passing 
off. 

BaRRALES finds from his twelve years’ experience 
that hypophyseal extract is an excellent aid in bring- 
ing about spontaneous delivery or preparing the 
patient for a low forceps delivery, provided of course 
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that there is no mechanical obstruction and that 
labor is as far advanced as possible—in the second 
stage or with dilatation far advanced and with the 
membranes ruptured—and provided that the pres- 
entation is good and the head well engaged, there is 
no cardiac disease, and the pelvis and fetus are 
normal. It should never be used to prevent pain or 
to hasten delivery for the physician’s convenience. 
It is dangerous when it is used carelessly, and should 
not be administered by the midwife. A physician 
who would hesitate to perform an obstetrical opera- 
tion might employ extract of hypophysis because its 
use is apparently so simple; and of course if it is 
administered for this reason withcut adequate knowl- 
edge or care it may have unfavorable results. 

CHATILLON, reviewing a questionnaire sent to 
Swiss obstetricians, concluded that extract of hypoph- 
ysis is one of the best oxytocics known at present 
but stated that the preparations on the market are 
by no means uniform. Pituitrin and pituglandol are 
among the best. The former is much stronger than 
the latter. Old preparations should not be used. 
Sometimes extract of hypophysis is ineffective, but 
this is rare if a good preparation is used. At first 
only a small dose should be given to test the sus- 
ceptibility of the uterus (14 to % c.cm. of pituitrin 
subcutaneously or intramuscularly). The usual 
indication for its use is weakness, especially second- 
ary weakness, of the labor pains. It should never be 
used when there is any obstacle to the normal prog- 
ress of delivery. Prophylactic injection at the end of 
the second or the beginning of the third stage of 
labor is useless; it is indicated only when there is 
reason to expect atony of the uterus. In atony of the 
uterus after expulsion of the placenta, the intraven- 
ous injection of extract of hypophysis is more effec- 
tive than any other treatment. Extract of hypoph- 
ysis cannot cause abortion or premature delivery 
if the ovum is intact. If the membranes are ruptured, 
it may bring on labor. Almost all of the unfavorable 
effects on the mother from the use of extract of the 
hypophysis are due to failure on the part of the 
obstetrician to take the contra-indications into ac- 
count. Accidents to the child are very rare. The 
intravenous injection of extract of hypophysis during 
labor should rarely be advised on account of its 
violent action. Extract of hypophysis is not danger- 
ous when it is used with care. 

Auprey G. Morcan, M.D. 





A Questionnaire on the Use of Hypophyseal Extract 
in Obstetrics (Notre enquéte sur l’emploi des 
extraits hypophysaires en obstétrique). Rev. frang. 
de gynéc. et d’obst., 1925, XX, 270. 

The following questions were sent to the readers 
of the Revue francaise de gynécologie et d’obstétrique: 

1. Do you use hypophyseal extract in obstetrics, 
and if so, in what percentage of cases? 

2. At what stage of labor and in what dosage do 
you inject it? 

3. In what percentage of cases and when do you 
obtain spontaneous delivery? 


4. What unfavorable effects have you noted in 
the mother or child? 

The forty-seven replies received were, in brief, as 
follows: 

ANbERODIAS (associate professor and chief surgeon 
of the Maternity Hospital of Bordeaux) stated that 
he very rarely uses hypophyseal extract because of 
the unfavorable effects he has seen it produce in the 
child. In the very few cases in which he does use it 
he injects it only when dilatation is complete and 
inertia comes on in the second stage of labor and only 
a few contractions are necessary for the expulsion of 
the fetus. He always has the forceps ready for use if 
necessary. 

AUBERT (privat-docent of the University of 
Geneva) reported that he believes the most frequent 
indication for hypophyseal extract is the arrest or 
slowing of labor at the end of the first stage or during 
the course of the second stage. He regards the ex- 
tract as dangerous if it is carelessly used. It should 
be employed only when there is no obstacle to de- 
livery. Aubert gives an ampoule subcutaneously; he 
believes its intravenous injection is especially dan- 
gerous. There have been no accidents from its use in 
his cases. , 

BaLarpD (obstetrician of the hospitals of Bordeaux) 
has used it only in cases of true inertia of the uterus 
and has had no accidents. 

Baux (obstetrician of the Maternity Hospital of 
Perpignan) has used it in about one of every ten 
deliveries, but as he is in charge of a maternity clinic 
he sees almost entirely cases in which a midwife’ has 
had difficulty. He uses the extract chiefly in the first 
stage of labor. In the second stage he prefers forceps. 
He employs only 1 c.cm. of the extract and gives 
only one dose. In seventy-five (87 per cent) of 
eighty-six. cases spontaneous delivery occurred in 
from twenty minutes to an hour and a half. No un- 
favorable effects on the child were noted. Baux be- 
lieves perineal tears have occurred which might have 
been avoided otherwise. In one case there was a 
gencralized contraction which made delivery difficult. 

Bernot (former chief of the obstetrical clinic of 
the School of Medicine of Dijon) rarely uses hypo- 
physeal extract. In uterine inertia he prefers forceps. 
He employs the extract chiefly in cases of right 
posterior presentation arrested in rotation because 
in such cases the application of the forceps is difficult. 
He always has the forceps ready to apply as soon 
as the head is oblique. Generally the injection of 
the extract is followed in from five to ten minutes by 
violent contractions. Because of the violence of 
action of the drug, midwives should not be allowed 
to use it. 

Bosuouwers (obstetrician of Valparaiso, Chile) 
stated that since 1911 he has used hypophyseal ex- 
tract in 70 per cent of his cases. He employs it when 
dilatation is complete and the presenting part is deep- 
ly engaged. He injects from one-third to one-half of 
an ampoule and repeats the dose after three-quarters 
of an hour if necessary. He has used as much as 1% 
ampoules of 1 c.cm. each. As a rule delivery occurs 
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in two or three hours after the first injection. Rup- 
ture of the uterus has never occurred. In one case 
there was atony of the uterus after the expulsion of 
the placenta. Sometimes there is slight asphyxia of 
the infant. In cases of lateral placenta praevia the 
results are excellent. 

Brau tt (chief of the obstetrical clinic of the School 
of Medicine of Rennes) reports that he has never 
had a case in which all of the indications for hypo- 
physeal extract were present in the absence of all 
contra-indications. 

BRINDEAU (professor of the obstetrical clinic of the 
Faculty of Medicine of Paris) uses hypophyseal ex- 
tract in 1 or 2 per cent of his cases. He believes it is 
indicated only in complete or almost complete dila- 
tation with a dilatable cervix. Delivery is almost 
always rapid. The injection has never been followed 
by serious disturbances, but because of the violent 
contractions in certain cases Brindeau believes the 
extract should be used only with great caution. He 
gives 34 c.cm. at a time and often uses it immediate- 
ly after delivery of the child to prevent postpartum 
haemorrhage. 

Brouua (professor of the obstetrical and gyneco- 
logical clinic of the Faculty of Medicine of Liége) 
uses hypophyseal extract in about to per cent of de- 
liveries, mostly those of primipara, but also those of 
multipare. He generally gives it in the second stage 
but sometimes near the end of the first stage. He 
has used it twice in cases of moderately contracted 
pelvis but thinks this indication is unusual. He 
generally gives two ampoules of % c.cm. each at 
intervals of ten minutes. Delivery usually occurs in 
half an hour. Since the war, there have been no 
maternal or fetal accidents in Brouha’s cases. In 
1913, however, an infant was asphyxiated and could 
not be revived. 

Curri&é (obstetrician of the hospitals of Paris) uses 
hypophyseal extract rarely and gives only half a dose. 
Generally labor is hastened by it, but sometimes not. 
In one case in which the uterus was sclerosed it rup- 
tured and a dead macerated fetus was delivered. 

Costa (director of the Obstetrical School of 
Novare) uses it in 2 per cent of cases, giving one or 
two ampoules at the end of the second stage of labor. 
Spontaneous delivery occurs in half an hour in six 
out of ten cases. No accidents have followed. 

CouveErt (former chief of the obstetrical clinic of 
the Faculty of Medicine of Paris) uses it in 15 per 
cent of cases when there is complete dilatation in 
primipare or a 5-franc dilatation in multipare. He 
injects 1 c.cm. intramuscularly. Spontaneous de- 
livery occurs in 85 per cent of primipare and all 
multipare. In primipare it occurs in three-quarters 
of an hour and in multipare in twenty-five minutes. 
There have been no accidents to mother or child. 

Covu1naup (former chief of the obstetrical clinic of 
the Faculty of Medicine of Paris) employs it only for 
multipare with a 5-franc dilatation and a dilatable 
cervix. He uses only /% c.cm. at first and gives the 
other % c.cm. after delivery to prevent secondary 
inertia. Its action varies greatly. In favorable cases 


delivery occurs in less than an hour after the injec- 
tion. There are always changes in the heart sounds 
of the fetus, but as the indications were observed 
strictly there have been no serious accidents to 
mother or child. 

CouveELAIRE (professor of the obstetrical clinic of 
the Faculty of Medicine of Paris) has never used 
hypophyseal extract. 

DELESTRE (former chief of the obstetrical clinic of 
the Faculty of Medicine of Paris) stated that since 
1919 he has employed it in 75 per cent of deliveries 
and is an ardent advocate of its use. He gives it in 
small doses as a tonic to strengthen the uterine con- 
tractions in the second half of labor. He gives from 
¥Y% to % c.cm. and repeats the dose if necessary. In 
the cases of multipare delivery generally occurs in 
from five to twenty minutes, but in the cases of 
primipare it occurs at variable intervals. Delestre 
has never noted unfavorable effects since his first two 
cases when he gave 1 c.cm. at one dose. 

Detmas (professor of the Faculty of Medicine of 
Montpellier) is using hypophyseal extract less fre- 
quently than formerly, even when there are no con- 
tra-indications. He gives it only when there is com- 
plete dilatation and then never gives more than 2 
c.cm. Perineal tears are frequent, but rupture of the 
uterus has never occurred. The infant is often in 
shock. There have been no deaths. 

Demetin (former obstetrician and professor in 
chief of the Maternity Hospital of Paris) has never 
employed it systematically. In consultation he has 
seen asphyxia of the infant and placental retention 
after its use. He thinks that, like ergot, it will be 
employed less and less, and that, though there are 
indications for its use, they are rare. 

Duprisay (former chief of the obstetrical clinic 
of the Faculty of Medicine of Paris) uses it in one- 
third of his cases. In the cases of primipara he gives 
it only when the dilatation is the size of the palm of 
the hand, the tissues are supple, and (preferably) the 
membranes are intact. In the cases of multiparae he 
employs it when there is a 2- to 5-franc dilatation. 
In 400 cases delivery occurred after about half an 
hour. In the case of a primipara an attack of 
eclampsia occurred half an hour after the injection, 
and in two cases it was necessary to deliver the 
placenta by artificial means. In one of his first cases 
the child was dead as the result of tetany of the 
uterus. 

Dujot (obstetrician of the hospitals of Saint 
Etienne) uses hypophyseal extract in 10 per cent 
of his cases to bring on labor in premature rupture 
of the membranes or hemorrhage from placenta 
previa and in inertia at the beginning of the first 
stage or during the second stage. He uses 1 c.cm. 
and never repeats it more than once. Delivery oc- 
curs as a rule after from one to two hours. Rupture 
of the uterus has never occurred, but in some cases 
the cervix or perineum has been torn. Dujol has 
seen cases in which he believed the death of the 
fetus was due to the extract, and for this reason 
thinks midwives should not be allowed to use it. 
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FRUHINSHOLZ (professor of the obstetrical clinic of 
the Faculty of Medicine of Nancy) uses it in about 4 
per cent of his cases but only in the latter part of 
dilatation, when there is no mechanical obstacle, and 
in the cases of multipare. The average dose, 1 
c.cm., is given once or twice. As a rule delivery oc- 
curs in Jess than an hour. There have never been 
any serious accidents. 

GaIFraMI (director of the obstetrical and gyneco- 
logical clinic of Bari) uses it only in uterine inertia 
when there is no mechanical obstacle. The best re- 
sults are obtained in the latter part of the second 
stage of labor. Delivery generally occurs in half an 
hour, but the effects of the drug are inconstant. 
There is no danger to the mother or the child if the 
contra-indications are observed. 

Gavujon (obstetrician of the Maternity Hospital 
of Carcassone) uses it only when there is complete 
dilatation after arrest of the pains. Sometimes good 
results are obtained and sometimes none at all. 
There have been no accidents to the mother or the 
child. 

GoINnarD (surgeon of the hospitals of Algiers) 
rarely uses it, and distrusts it more and more. 

GonneET (obstetrician of the hospitals of Lyons) 
uses it three or four times a month (800 deliveries a 
year). The only indication during labor is complete 
dilatation with the head on the perineum and with 
inertia of the uterus. It may be employed also for 
delivery of the placenta after two hours and for 
inertia after the delivery of the placenta. ‘The dose 
is1c.cm. Delivery occurs in less than half an hour. 
There have been no accidents to the child, but when 
Gonnet first used it partial retention of the placenta 
occurred in three cases. 

GrossE (professor of the obstetrical clinic of the 
School of Medicine of Nantes) docs not use it. He 
tried it before the war and was dissatisfied with the 
results. 

GRUBER (of Mulhouse; former resident of the 
hospitals of Lyons) uses it very little as he considers 
it dangerous. 

Harpy (of Paimbeuf; former resident of the hos- 
pitals of Nantes) uses it in nine of ten cases, giving 
Ic. cm. at a dose. The os should be dilated to the 
size of the palm of the hand and after the injection 
the obstetrician should not leave the patient as the 
results are sometimes very rapid. Delivery generally 
occurs in half an hour. There have been no unfavor- 
able effects on the mother or child. 

Henry (chief of the obstetrical clinic of the School 
of Medicine of Marseilles) uses it in about 5 per cent 
of his cases. The results are variable. He employs it 
only in cases of true inertia of the uterus. A dose of 
from % to 34 c.cm. is given, and sometimes, twenty 
minutes later, a second dose of % c.cm. In about 50 
per cent of the cases the injection was followed by 
rapid spontaneous delivery. In about 20 per cent of 
the cases it was necessary to complete delivery with 
the forceps, and in about 30 per cent the injection 
seemed to have little effect. There have been no 
accidents. 
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Hucé (obstetrician of Nantes) used five or six 
sample ampoules, but as they had no effect he has 
abandoned the use of the extract. 

KEIFFER (associate professor of the University of 
Brussels) stated that for the past eleven or twelve 
years he has used hypophyseal extract in about three 
of every ten cases. He believes it is indicated when 
the uterus is exhausted or atonic and when the re- 
sistance of the lower segment has been for the most 
part overcome. He uses two ampoules. In six of 
ten cases spontaneous delivery has occurred in from 
twenty minutes to three-quarters of an hour. There 
have been no accidents to the mother or the child. 

LEMELAND (obstetrician of the hospitals of Paris) 
uses it in at least 90 per cent of cases in the second 
stage of labor after dilatation is absolutely complete. 
He gives 14 c.cm. of Choay’s solution and repeats it 
in an hour if necessary. He never uses it in cases of 
face or breech presentation or cases with lesions of 
the heart, liver, or kidneys. It is contra-indicated 
also in the cases of multipare, especially if there are 
old tears of the cervix. In about 80 per cent of the 
cases spontaneous delivery has occurred after from 
fifteen to forty-five minutes. 

LEvVANutT (obstetrician of the hospitals of Paris) 
uses it not more than once in 100 cases and only 
when there is complete dilatation and the conditions 
are such that the child can be delivered. Its use has 
been followed by rapid delivery, and there have been 
no maternal nor fetal accidents. 

Morisson-LAcomBE (of Nice; former chief of the 
obstetrical clinic of the School of Medicine of Paris) 
uses it in from 10 to 12 per cent of cases with in- 
sufficient uterine contractions. The dose is % c.cm., 
repeated once or twice if necessary. In all cases de- 
livery occurs in a quarter of an hour. There have been 
no accidents to the mother or the child. 

Poucet (former chief of the obstetrical clinic of 
the Faculty of Medicine of Algiers) uses it in about 
one case in ten. He employs only Choay’s extract 
as he has had no results from the others. The effects 
are inconstant; in several instances the extract failed 
completely and in others it has had such an uh- 
favorable effect on the child that he was obliged to 
operate. He has scen various accidents due to the 
use of hypophyseal extract by midwives, and believes 
that its indications in the course of labor are very 
limited. 

RECASENS (professor of the Faculty of Medicine of 
Madrid) uses it in not more than 18 per cent of the 
cases. He gives 1 c.cm. of the Parke-Davis or Bor- 
roughs-Wellcome preparation or % c.cm. of pitui- 
trin Ibys, which is stronger. He repeats the dose as 
often as three times in five hours, and if there is no 
result then discontinues it. It should rarely be used 
before complete dilatation. He has seen eclampsia in 
one case and postpartum hemorrhage in several 
cases after its use. 

RHENTER (associate professor of the Faculty of 
Medicine of Lyons) favors the use of hypophyseal 
extract only when the head is engaged, dilatation is 
advanced, and there is no pelvic dystocia or cardio- 
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pulmonary weakness. He states, however, that 
sometimes it is absolutely ineffective while at other 
times it is too powerful. Its use may be followed by 
violent contractions which may do serious harm if 
the passage is not absolutely free. 

Rosro its (chief of clinical obstetrics of the School 
of Medicine of Marseilles) uses it in about 6 per cent 
of cases but only when there is dilatation the size of 
the palm of the hand. He never employs it in cases 
of pelvic dystocia. He gives % c.cm. of the Choay 
or Carrion preparation and another % c.cm. half 
an hour later if the first is not effective. In half of 
the cases there has been no effect, and operation has 
been necessary. In the other half the pains have 
begun again but in two-thirds of these they were so 
violent that he feared for the life of the child. How- 
ever, there have been no fetal deaths. He always 
has the forceps ready for use. 

Rogues (former resident of the hospitals of Mont- 
pellier) uses Choay’s extract in 70 per cent of the 
cases when the os is dilated to the size of a 5-franc 
piece and there is uterine inertia. Spontaneous de- 
livery occurs in go per cent of the cases. There have 
been no accidents. Roques describes some accidents 
in cases in which hypophyseal extract was not used 
and suggests that some of the unfavorable results 
attributed to the extract might have occurred if it 
had not been used. 

SCHICKELE (professor of clinical obstetrics and 
gynecology of the Faculty of Medicine of Strassburg) 
uses hypophyseal extract in about 10 per cent of his 
cases during the second stage, giving usually 1% an 
ampoule and rarely 1 ampoule. In about two-thirds 
of the cases spontaneous delivery occurs in from 
forty-five to ninety minutes. In about 1,500 cases 
there has been no serious accident to mother or child. 

ScHWAAB (obstetrician of the Rothschild Hospital) 
uses it in from 5 to 10 per cent of cases and finds it 
more valuable in the first stage than in the second 
stage of labor. In the first stage it brings about 
rapid dilatation, but in the second he has never seen 
it obviate the necessity for forceps delivery. When 
inertia is present it has little effect on uterine con- 
tractions during delivery. Schwaab .uses 1 c.cm. 
and rarely gives a second dose. If the dosage is too 
large there is danger of tetany of the uterus. He has 
never had any serious accidents. 

SFAMENI (director of the obstetrical and gyneco- 
logical clinic of Bologna) has seen some cases in 
which hypophyseal extract was of value and others 
in which it caused tetanic contractions. This differ- 
ence does not depend on the amount used as different 
subjects react differently and it is impossible to 
predict the reaction. Sfameni uses it only after de- 
livery for the prevention of puerperal infection. He 
believes it is as dangerous as ergot, and that the only 
reason it has not caused as many accidents is because 
it is not used as frequently. 

TuHELIN (privat-docent of gynecology at the 
University of Lausanne) has used hypophyseal ex- 
tract in many cases in which dilatation was complete 
or almost complete and now employs it in small re- 


peated doses when there is primary weakness of the 
pains. In this way he has succeeded in causing 
complete dilatation when labor was not progressing. 
There have never been any unfavorable effects. 
Thélin has found the extract valuable also in the 
third stage of labor. 

TRILLAT (associate professor and obstetrician of 
the hospitals of Lyons) does not use it because he 
considers it dangerous. 

VAUDESCAL (associate professor of the hospitals of 
Paris) uses it in about one-fifth of the cases of primip- 
are and much more rarely in the cases of multip- 
are. He gives it only after complete dilatation has 
occurred and the inertia is sufficient to prolong the 
labor two hours or more. The usual dose is 1 ¢.cm.: 
sometimes this is repeated in half an hour. Tears 
of the perineum are more frequent than after normal 
labor, but not more frequent than after forceps de- 
livery. The death of one child was attributed to the 
use of the extract because no other cause could be 
found for it at autopsy. 

VAYSSIERE (assistant professor at the School of 
Medicine of Marseilles) has used hypophyseal ex- 
tract for five years but with great caution. He gives 
¥% c.cm. and never a second injection. The principal 
indication, he believes, is relative inertia with 
integrity of the membranes in the first stage of labor 
and a dilatation not less than the size of a 5-franc 
piece. In 60 per cent of the cases delivery occurs 
spontaneously in from one to two hours; in the cases 
of multiparw, often much more quickly. Tears of 
the perineum have occurred from too sudden deliv- 
ery. In some cases the extract has caused syncope 
in the infant but the child recovered. In a case seen 
by one of Vayssiére’s colleagues, that of an elderly 
primipara, the child died. 

Voron (obstetrician of the hospitals of Lyons) 
uses hypophyseal extract in from 1 to 2 per cent of 
his cases of inertia in the second stage of labor when 
dilatation is complete and there is no mechanical 
obstacle. In 75 per cent of the cases delivery has 
occurred in from five to fifteen minutes. There have 
been no accidents to the mother, but one child died 
and four or five infants were revived only with 
difficulty. Voron believes that the use of the extract 
should be restricted because of the danger to the 
child. The only indication that he recognizes is in- 
sufficiency of the pains during the second stage of 
labor. 

ZARATE (professor of clinical obstetrics of the 
Faculty of Medicine of Buenos Aires) has used hypo- 
physeal extract for ten years in all cases of uterine 
inertia and immediately after all symphysiotomies. 
In inertia without complete dilatation the dose is 
cgm., and in inertia with complete dilatation 1 cgm. 
In the third stage it is 1 cgm. In 80 per cent of the 
cases spontaneous delivery occurred in from ten 
minutes to an hour. There have been no maternal 
accidents. One or two infants have died, but Zarate 
is not sure that their deaths were due to the admin- 
istration of the hypopyseal extract. 

Aubrey G. Morcan, M.D. 
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Schwarz, O. H., and Paddock, R.: The Cesarean 
Scar. Am. J. Obst. & Gynec., 1925, X, 153. 

This article consists of a description of two uterine 
incisions five days after operation and one uterine 
incision six days after operation; a report of the 
findings in a series of operations on the pregnant 
guinea pig near or at term; and a comparison of 
the authors’ findings as regards the healing of the 
cesarean incision with those of others regarding 
the late scar seen at a subsequent caesarean section. 

The edges of the guinea-pig wound are held to- 
gether by the early proliferation of fibroblasts with 
the capillaries, not only along the line of incision 
but also very definitely between the muscle bundles 
adjacent.to this line. A definite scar tissue can be 
clearly demonstrated from twelve to twenty-five 
days after the incision is made. In the later stages, 
the line of scar tissue formation with its ramifica- 
tions is so contracted that on histological examina- 
tion it is difficult to make it out, and it assumes very 
definitely the normal pattern of an uninjured uterine 
wall. Muscle regeneration does not play a conspic- 
uous part in the final picture. Endometrial tissue 
is readily carried along the line of incision and read- 
ily implants itself on the peritoneal surface of the 
uterus. The frequency and extent to which this 
takes place is due undoubtedly to the marked 
abundance of endometrial tissue in these uteri. 

The authors agree with Couvelaire that in the 
human uterus the deposition of a considerable band 


of fibrin between the cut muscle edges forms the 
basis from which healing takes place. In cases in 
which approximation is good the line of defect 
should be very small. Fibroblastic proliferation, 
which can be considered practically normal healing, 
indicates that the early process is similar to that in 
the guinea pig. The absence of a demonstrable scar 
over a considerable extent of well-healed wall is due 
to the fact that the line of scar tissue is small to 
begin with and there are ramifications along the 
line of incision between the adjacent muscle bundles. 
As the scar contracts it simulates more and more the 
normal pattern of the uterine wall and ultimately 
is not demonstrable on histological examination. 

Sutures that are placed too tight, particularly the 
deepest row, will cause an increased amount of necro- 
sis and will cut through more readily, leaving a gap- 
ing inner defect in the wound. On account of the 
low vitality of the tissue under such circumstances, 
filling of the defect by granulation tissue should take 
place only after a more prolonged period of time, 
and therefore the much more rapidly proliferating 
endometrial tissue will have an opportunity to enter 
and line the defect. It is obvious that the more 
extensive the cutting through of the sutures the 
greater will be the amount of necrosis and the 
greater the defect. The sutures may cut through 
more readily also because of an increase in the necro- 
sis due to infection of the wound. 

Ek. L. CorNELL, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Verliac and Fey: Tuberculosis and Biscuit-Shaped 
Fusion of the Kidneys (Rein en galette tubercu- 
leux). J. d’urol. méd el chir., 1925, xix, 160. 

Verliac and Fey describe an autopsy specimen of 
fused kidney removed from the body of a patient 
who had been operated upon for tuberculosis of the 
right kidney. The attempt at nephrectomy was un- 
successful and the patient died from the effect of 
the haemorrhage. 

The fused kidneys were situated in the lower right 
lumbar region and extended slightly to the left of 
the midline. Their general form was trapezoidal and 
coarsely lobulated. Their posterior surface was en- 
tirely smooth. Two deep vertical grooves divided 
the anterior surface into three approximately equal 
portions. From these grooves the ureters appeared. 
There were five vascular pedicles. Only the portion 
drained by the right ureter was tuberculous. 

ALBert FI. De Groat, M.D. 


Hyman, A.: Clinical and Surgical Aspects of Renal 
Neoplasms. Surg., Gyicc. & Obst., 1925, xli, 208. 

The author reviews seventy cases of renal neo- 
plasms, forty-four of which were hypernephromata. 
More than half of the patients were in the fourth 
and fifth decades of life. Calculi were found in three 
cases. The initial symptom was hematuria in 36 per 
cent, pain in 30 per cent, and both hematuria and 
pain in ro per cent. Hamaturia appeared at some 
time during the course of the condition in 80 per 
cent of the cases, tumor in 75 per cent, and pain in 
66 per cent. 

The hematuria is characteristically intermittent 
and subsides without medication. The pain may be 
colicky, due to the passage of blood clots, or a dull 
lumbar ache, or a sharp neuralgia following the 
course of the ileo-inguinal and genitocrural nerves. 

Twenty per cent of the patients had metastases 
when they were first seen. In two cases the metas- 
tases dominated the clinical picture. The most com- 
mon sites of metastases are the lungs, the long bones, 
the liver, and the brain. Important diagnostic 
measures are palpation,cystoscopy,and pyelography. 
Functional tests are of little value in the differential 
diagnosis. When the renal pelvis becomes distorted 
the distortion is easily recognized in the pyelogram. 

In children, the Wilms or mixed type of tumor is 
most common. This has an embryonic origin and 
contains glandular structures, muscle, cartilage, fat, 
and bone. 

Large fixed tumors are usually inoperable. In the 
presence of multiple metastases operation should be 
avoided, but single metastases are not a contra- 
indication to surgical measures. Hyman regards 
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nephrectomy as the treatment of choice and believes 
that the X-ray and radium should be used only in 
inoperable cases or as adjuncts to surgery. Involve- 
ment of the renal veins does not necessarily render 
the prognosis more serious. The thrombus should 
be removed. 

The prognosis in cases of renal neoplasms is un- 
favorable. In the cases reviewed a three-year cure 
was obtained in 26 per cent, a four-year cure in 20 
per cent, and a five-year cure in only 9 per cent. 

ALTON OCHSNER, M.D. 


Judd, E. S.: Partial Resection of the Kidney. 
Ann. Surg., 1925, |xxxii, 458. 


The conditions for partial resection of the kidney 
depend upon the nature and extent of the lesion and 
the health and functional activity of the other renal 
tissue. 

In cases of tuberculosis or neoplasm, nephrec- 
tomy should be chosen when possible. Certain cases 
of localized infection, lithiasis, and limited hydro- 
nephrosis are amenable to resection. On the basis of 
Hinman’s theory of renal competition, resection of 
one kidney is futile when the other is known to be 
doing all of the work; atrophy of the fragment is 
inevitable. Occasionally, as when one kidney has 
already been excised, there may be no choice but 
resection. The author cites a case of successful re- 
section of about one-third of a single kidney for 
lithiasis and abscess. Tests showed that renal func- 
tion was inadequate after the operation, but after 
two months the blood urea fell to normal. 

In cases of double kidney, extensive infection of 
one segment is usually associated with infection of 
the intervening tissue. Even if it has not seriously 
involved the other segment, it is very likely to spread 
to it on surgical manipulation. In the presence of 
tuberculosis, resection is rarely advisable. Surgical 
technique is not yet perfect enough to prevent 
sinuses from calyces or pelvis, but such sinuses heal 
promptly. The operation is performed through a 
posterolateral incision. Mobility varies, vascular 
connections are inconstant, and the sound segment 
must be assured of an adequate blood supply before 
vessels to the diseased portion are clamped. The 
renal incision is made through normal tissue which 
has been proved to be normal by microscopic ex- 
amination. A hydronephrotic sac may be peeled out. 
After suture the area of resection is covered by a 
portion of the fatty capsule. The ureter is severed 
just above its point of juncture with the common 
ureter. 

Two cases of successful resection of a double 
kidney are reported. 

The anatomical difficulties of resection of a horse- 
shoe kidney are defined, and five cases are reported. 
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Richey, DeW. G.: The Remote Sequelz of Rectal 
Implantation of the Ureters for Exstrophy; the 
Findings at Necropsy Fourteen Years After the 
Bergenhem Operation. Arch. Surg., 1925, xi, 408. 

In the case of a 3-year-old boy with exstrophy of 
the bladder, rectal implantation of the ureters was 
done by the Bergenhem technique. Twelve years 
after the operation, pyonephrosis and a perinephric 
abscess developed on the left side, and four years 
later similar lesions developed on the right side. In 
both instances drainage was done. Death occurred 
four days after the last operation for drainage. 

Autopsy revealed complete exstrophy of the 
bladder. The left kidney had been practically re- 
placed by scar tissue. The ureter showed a stricture 
at its entrance into the rectal wall. The remaining 
portion of the left ureter was dilated. The right 
kidney was larger than the left and in its lower half 
it contained an abscess cavity in which a large calcu- 
lus was found. The calyces were cystic. The right 
ureter was similar to the left. 

The anal sphincter muscles were well developed. 
The rectum was dilated. There was a direct com- 
munication between the rectal and ureteral lumina. 
Microscopic examination showed marked inflam- 
matory changes in both kidneys. 

Richey concludes that following the implantation 
of the ureters into the rectum an ascending infection 
of the kidneys may occur by direct extension through 
the ureteral lumen, by way of the lymphatics, and 
by way of the blood stream. 

ALTON OcusNER, M.D. 


Mercier, O.: Intravesical Prolapse of the Lower 
End of the Ureter (Le prolapsus intravésical de 
Vextrémité inférieure de lVuretére). J. d’urol. méd. 
et chir., 1925, Xix, 402. 

Mercier reviews six cases of intravesical prolapse 
of the lower end of the ureter which have been re- 
corded in the literature and reports a case of his own, 
supplementing the history with reproductions of 
roentgenograms. In Mercier’s case the prolapse was 
at first thought to be a cystic dilatation and the mass 
was removed by fulguration. It later recurred but 
at operation was reduced spontaneously by the 
patient’s inclined position. The bladder was then 
closed and a nephrectomy and ureterectomy were 
performed. On the eighth day the patient died, prob- 
ably of embolism. 

The specimen showed distention of the pelvis, 
marked enlargement of the ureter, and periurethritis. 
At about the middle of the ureter a calculus the size 
of a bean was found. Simple expression on the 
ureter did not reproduce the prolapse, but it re- 
curred when a few movements were made from above 
downward. 

Prolapse of the ureter is often confused with evstic 
dilatation. In true prolapse, one or more of the 
tunics of the ureter are prolapsed through the 
ureteral orifice into the bladder and in the prolapsed 
mass none of the elements of the bladder wall are 
to be found on microscopic examination. In cystic 


dilatation, the bladder mucous membrane is pushed 
up into the dilated cavity. 

The prolapse may involve one or all of the tunics 
of the ureter. As a rule the mucous membrane is the 
first to prolapse. 

The condition occurs with equal frequency in 
both sexes. It does not appear to be congenital as all 
of the reported cases have been those of persons over 
25 years of age. Moreover, in almost all of the cases 
there are other lesions of the kidney and ureter. The 
author concludes therefore that it is always due to 
abnormally violent ureteral contractions caused by 
obstruction due to a calculus, a clot, or small size of 
the ureteral opening. 

Of itself, prolapse rarely causes symptoms and is 
usually found on cystoscepic examination made for 
some other condition. However, in one case of pro- 
lapse occurring through the bladder into the urethra 
the condition caused frequent and painful urination. 

In the diagnosis the condition must be differen- 
tiated from cystic dilatation. The latter presents a 
rounded and transparent tumor while prolapse 
presents an elongated and compact tumor. More- 
over the prolapsed ureter is a dark red, which is quite 
different from-the paler color of the vesical mucous 
membrane, while cystic dilatation is about the same 
color as the vesical mucous membrane. The move- 
ments of a cystic dilatation are those of expansion 
and contraction, while those of a prolapse are to-and- 
fro. Under pressure of a sound, prolapse disappears; 
while a cyst cannot be reduced. 

As prolapse of the ureter isa secondary condition, its 
cause must be treated. If treatment is directed only to 
the prolapse a recurrence always develops. If there is 
an obstruction, such as a stone, a ureterectomy or 
nephrectomy with or without ureterectomy should 
be performed, depending upon the condition of the 
ureter and kidney. In the author’s case nephrectomy 
and ureterectomy were performed as the calyces, 
pelvis, and ureter were markedly dilated and kidney 
function was practically abolished. 

Auprey G. MorGan, M.D. 


BLADDER, URETHRA, AND PENIS 


Hinman, F., and Kutzmann, A. A.: Congenital 
Valvular Obstruction of the Posterior Urethra. 
J. Urol., 1925, xiv, 71. 

The authors review fifty cases of valvular obstruc- 
tion of the posterior urethra which have been record- 
ed in the literature and report six cases of their own. 
They state that this condition is usually a condition 
of early youth and that it is probably more common 
than is generally believed. 

The ages of the authors’ patients ranged from 2 to 
57 years. In every case cystoscopic examination re- 
vealed, besides valvular obstruction of the posterior 
urethra, some hypertrophy of the bladder. In the 
majority the condition was associated with hydro- 
nephrosis, pyuria, and frequency. In some cases 
dribbling occurred. In every instance the hamo- 
globin was reduced and a leucocytosis was present. 
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Also in every instance the initial symptom was 
urinary disturbance. In one case this dated back to 
birth. The longest history of urinary disturbance 
was ten years. In two cases the obstruction caused 
uremia. In all of the cases except the sixth the valves 
were destroyed and the treatment consisted in 
suprapubic cystotomy, fulguration, and perineal 
prostatotomy and the use of tube drains. All of the 
patients recovered except a boy of 18 years who died 
on the fourth day after operation. In the five other 
cases the result of treatment was fairly satisfactory. 

Young distinguishes three types of valvular ob- 
struction: Type 1, a ridge on the posterior urethral 
floor beginning with the verumontanum and extend- 
ing forward; Type 2, hypertrophy extending from the 
verumontanum toward the vesical neck; and Type 3, 
hypertrophy with no relation to the verumontanum 
and sometimes involving the entire circumference of 
the urethra. The authors’ sixth case was a congenital 
urethral anomaly difficult to classify. 

According to the fifty cases reported in the litera- 
ture, the incidence of the condition is highest before 
the first year of age. Sixty-two per cent of the 
patients were under 10 years of age. In 48 per cent 
the obstruction was of Type 1. Of eighteen cases 
seen since 1919, sixteen were operated upon without 
any mortality. In eleven, definite relief resulted. 

The first autopsy description of congenital valvu- 
lar obstruction of the posterior urethra was given by 
Langenbeck in 1802. In 1891 Eisendrath reported 
the first case in a living subject. In this instance the 
condition was found during an operation for sup- 
posed hypertrophy of the prostate. In 1913, Young 
first diagnosed it by means of the urethroscope. 

The occurrence of the condition in stillborn and 
young infants suggests that it has an embryological 
basis and is due to an exaggeration of the normal 
folds and ridges of the urethra and the persistence 
of remnants of the urogenital diaphragm. Lowsley 
considers it an anomalous development from the 
wolffian and muellerian ducts. The youngest subject 
in which it was found was a five months’ fetus. 

The symptoms are caused by obstruction and 
secondary infection. The condition should be sus- 
pected when urinary difficulty is experienced in early 
life. 

The diagnosis is based on pyuria, residual urine, 
the cystoscopic findings, and a history of urinary 
difficulty. Congenital hypertrophy of the veru- 
montanum, atrophy of the prostate, and congenital 
stricture must be differentiated. 

The treatment is the destruction of the valves 
through the urethra by fulguration, Young’s punch, 
or suprapubic or perineal operation. If renal injury 
has occurred, preparatory catheter treatment is 
necessary. 

The prognosis depends upon the secondary damage 
caused by the back-pressure of the urine and infection. 
Obstruction can always be cured. Secondary infec- 
tion clears up slowly at best. If the condition is 
recognized sufficiently early, a cure can be obtained. 

BENJAMIN F.. Rotter, M.D. 


GENITAL ORGANS 


Wesson, M. B.: Cysts of the Prostate and Urethra. 
J. Urol., 1925, xiii, 605. 

The author discusses cysts of the prostate and 
urethra from the standpoint of their classification, 
etiology, location, pathology, symptoms, diagnosis, 
and treatment. 

Such cysts are generally grouped as follows: (1) 
echinococcus cysts, (2) cysts associated with cancer 
of the prostate, (3) Cowper’s gland cysts, (4) Littré’s 
gland cysts, (5) cystic adenoma, (6) cystic degenera- 
tion of the utricle and ejaculatory ducts, and (7) re- 
tention cysts. 

Cysts may be congenital or acquired. Acquired 
cysts are due to compression of the gland ducts or 
the vicarious development of mucous glands. The 
active agent in their formation is usually some in- 
flammatory process. Cysts are found through the 
course of the urethra in both sexes. Microscopically 
their thin walls are covered internally and externally 
with epithelium, the inner lining being the epithelium 
of the gland and the outer layer the mucous mem- 
brane of the bladder or urethra. Between these 
layers is a delicate framework of connective tissue. 

The article is summarized as follows: 

1. Cysts of the urethra and prostate are not as 
uncommon as is suggested by the paucity of reports 
in textbooks. Fifty-five cases have been collected 
from the literature. 

2. Inflammatory excrescences and lymphocystic 
lesions of the vesical orifice are often mistaken for 
cysts and polyps. 

3. Cysts at the vesical orifice that have thick walls 
are uniformly confused with Albarran’s lobe. 

4. The symptoms of cysts of the prostate vary 
from none to definite interference with the act of 
micturition, depending upon the size and location of 
the tumor. 

5. Ina man under 50 years of age retention which 
is of sudden onset and relieved by the passage of a 
sound or catheter is indicative of cyst. 

6. The appearance of a few drops of yellow mu- 
coid substance preceding the appearance of the urine 
in a baby boy who voids first on the second or third 
day is pathognomonic of a ruptured cyst of the 
utricle. 

7. The cysts located at the vesical orifice un- 
doubtedly arise from the subtrigonal glands. 

8. Cysts appear translucent through a cystoscope 
if the light is behind the tumor. 

9. Prostatic and urethral cysts occur in both sexes 
as the urethral glands and Skene’s ducts in the fe- 
male constitute the homologue of the prostate. 

10. The sessile cysts are cured by rupture of 
the sac and destruction of the base. This is accom- 
plished by cystoscopy or cystotomy—suprapubic or 
perineal. 

11. Cysts and other developmental abnormalities 
of the utricle are not uncommon. 

12. Small cysts of the urethra and verumontanum 
give the symptoms of a posterior urethritis. 
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13. The treatment of choice is fulguration or the 
use of the Nitze cautery, as the cure can be effected 
at one Office visit and without the use of even a local 
anxsthetic. 

14. Four new cases of cysts of the prostate are 
reported: (a) a cyst of the vesical orifice in a man 
with retention; (b) a cyst of the vesical orifice in a 
woman with incontinence; (c) a broad-based cyst of 
the vesical orifice causing difficulty in emptying the 
bladder; and (d) a cyst in the lateral lobe of a prostate 
causing no symptoms. 

15. Twenty-nine cysts of the prostate are report- 
ed from the literature, exclusive of Home’s case, 
which was a diverticulum of the bladder and not a 
cyst of the prostate. C. D. Hotmes, M.D. 


MISCELLANEOUS 


Shaw, E. C., and Hil), J. H.: Report of a New Patho- 
genic Organism (Corynebacterium thomp- 
soni), with a Description of an Epidemic of 
Infection of Urinary Fistula. J. Urol., 1925, xiii, 
689. 

The authors discuss the epidemiology, clinical 
course, and treatment of urinary fistula, report three 
cases, and describe the bacteriological findings in an 
unusual type of infection which occurred in the 
wounds of patients operated upon on the urological 
service of the Johns Hopkins Hospital in the spring 
of 1924. 

The infection spread rapidly from one patient to 
another and from ward to ward until all of the 
urological patients with urinary drainage had become 
afiected except two colored patients. By careful 
cultures it was found that the infection was carried 
on the hands of the orderlies. The hands of the 
surgeons, internes, and nurses were free from it. 
From five to ten days after operation the patients 
began to complain of pain and tenderness in the in- 
cision over which urine was draining. The granulat- 
ing surface of the wound then assumed a dirty gray- 
ish color and within forty-eight hours became cov 


ered by a thin, black, necrotic membrane which fre- 
quently was encrusted with urinary salts. In several 
cases secondary ulcerations occurred in the neigh- 
boring tissues. 

In these infected cases the average time of con- 
valescence was about two weeks longer than that in 
uninfected cases. The infection resisted all forms of 
antiseptic treatment, both local and general, until 
acetic acid in strengths of from 2 to 5 per cent was 
applied locally. From three to five days after this 
treatment the membrane separated and thereafter 
did not recur. A 1 per cent solution of the acid was 
then used for prophylactic irrigation. No new cases 
developed. The pain associated with this type of in- 
fection was often so severe.as to necessitate the ad- 
ministration of a narcotic. 

The organisms in the direct smear as well as in the 
cultures were plump rods, which were coccoid and 
averaged 1 by 1!% micra in size. They were non- 
motile, non-flagellated, without capsules, and strong- 
ly Gram-positive. They grew fairly well on labora- 
tory media and were aerobic or slightly anaerobic. 
There was no chromogenesis and no odor. ‘The 
organisms were not pathogenic to laboratory animals 
unless they grew in a wound with urinary drainage, 
under which Circumstances they caused death. The 
name ‘Corynebacterium thompsoni”’ has been sug- 
gested for them. C. D. Hotmes, M.D. 


Henline, R. B.: Hexyl Resorcinol in the Treatment 
of Fifty Cases of Infections of the Urinary 
Tract. J. Urol., 1925, xiv, 119. 

In fifty cases of urinary infection, Henline used 
hexyl resorcinol with very good results. The drug 
is non-toxic when given by mouth. It is a stable 
compound, and in high dilutions of urine with any 
reaction it has a marked bactericidal effect. It is 
prescribed in doses of from 0.3 to 0.6 gm. three times 
a day, and is given in 25 per cent solution in olive oil 
in a soluble gelatine capsule. In gonorrhceal ure- 
thritis it seems to be of little value. 

ALTON OCHSNER, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Duguet and Clavelin: Chronic Non-Tuberculous 
Arthritis of the Hip in the Adult (Les arthrites 
chroniques non-tuberculeuses de Ja hanche chez 
Vadulte). Rev. de chir., Par., 1925, Ixiv, 321. 

Chronic non-tuberculous arthritis of the hip is 
known to be fairly common in children, but its oc- 
currence in adults has received little attention. The 
authors report the clinical and X-ray findings in 
thirty adult cases. In some of them the condition 
developed in infancy, but in others did not occur un- 
til maturity. Besides atrophic, congenital, traumatic, 
and septic lesions, there were five cases of latent con- 
genital subluxation, in two of which the condition 
did not become manifest until adult life; two cases of 
coxa vara, one juxtacapital and one juxtatrochanter- 
ic; seven cases of uncomplicated arthritis deformans; 
two cases of sequela of osteochondritis; four cases of 
arthritis deformans associated with coxa vara or coxa 
valga; two cases of congenital lesions with sequel 
of osteochondritis; and one case of osteochondritis 
with coxa vara. There were, in short, only two cases 
of uncomplicated sequela of osteochondritis and 
three with associated lesions. 

The authors conclude that in many cases osteo- 
chondritis varies in its pathologico-anatomical 
characteristics as if the initial process were develop- 
ing in different ways, this variation depending upon 
the age at which the condition began. Osteochon- 
dritis may complicate a latent subluxation or develop 
after injury of the hip. In some cases, two forms 
developing at different ages may be associated. 

Aubrey G. MorGan, M.D.. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Vulpius: The Division of Function in Tendon 
Transplantation (Die Funktionsteilung bei der 
Sehnenueberpflanzung). Zischr. f. orthop. Chir., 1925, 
xlvi, ot. 

In tendon transplantation the ideal method is the 
transplantation of the entire tendon, and this should 
always be done when it is possible. However, it is 
often necessary to force the tendon to assume a 
double function. If we aim at independent function 
of two portions, the splitting off of a portion of the 
tendon with division of the muscle as high up as 
possible is to be recommended since we know from 
experience that tendons thus split are able to func- 
tion independently. 

In explanation it is assumed that the innervation 
impulse for a muscle proceeds, not from a single 
ganglion cell, but from a number of groups of such 


§2 


cells, and that therefore if the impulse happens to 
proceed from the group of the split-off portion, a 
new movement effect is obtained which can be per- 
fected by practice. Hence division of function 
should not be refused on principle since as in suitable 
cases it may have good results. ERLACHER (Z), 


Curtillet, J., and Tillier, R.: Vertical Extension of 
the Leg in the Treatment of Acute Osteo- 
Articular Diseases of the Hip (L’extension verti- 
cale du membre inférieur dans le traitement des 
affections ostéoarticulaires aigués de la hanche). 
J. de chir., 1925, Xxv, 524. 

Vertical extension has been used for some time in 
the treatment of fractures of the hip. The authors 
have found that in acute infectious diseases it greatly 
decreases the mortality. The leg is flexed at a right 
angle on the pelvis and held in position with the sole 
of the foot upward, by means of pulleys on an over- 
head suspension. This position gives perfect drain- 
age, prevents soiling of the dressings, and prevents 
pain when the patient is moved. When the patient 
is lifted the weight on the pulley is lowered and 
there is no change in the position of the joint. When 
a posterior incision has been made, the position of 
flexion at a right angle permits drainage at the lowest 
point. 

One of the chief advantages of this method over 
the use of a plaster cast is its cleanliness. Another 
advantage is that it prevents sacral decubitus and 
pathological luxations. There should be no circular 
band about the ankle or at any point on the lower 
third of the leg. 

It has been claimed that the method is attended 
by the danger of vicious ankylosis in flexion, but the 
authors find that, because of the stretching of the 
ligaments and the separation of the articular surfaces 
brought about by the traction, this danger is slight. 
In their cases they have never noted any tendency 
toward ankylosis. In one case of tuberculous ar- 
thritis in a child 3 years old the swelling disappeared, 
a fistula closed up, and normal use of the hip was 
regained. 

Eight cases treated by the method described are 
reported in detail. Aubrey G. Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Wilson, P. D.: Joint Fractures. Boston M. & S. J., 
1925, Cxcili, 338. 

From a study of the findings of an industrial 
board the author draws the following conclusions: 

1. The treatment of the majority of joint frac- 
tures is very unsatisfactory. 

2. The poorest results are obtained in fractures 
of the elbow, knee, ankle, and hip. 
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3. The best results are obtained in fractures of 
the shoulder and wrist. ; 

4. The treatment of fractures of the elbow and 
knee should be revised. 

A distinction must be made between juxta- 
articular and intra-articular fractures. The latter 
are fractures passing through the articular cartilage. 
Juxta-articular fractures, because of their relation to 
the soft tissues about the joint, result as a rule in 
periarticular changes instead- of changes within the 
joint itself. 

Intra-articular fractures must be divided into 
those with fissuring of the articular surface but with- 
out displacement, and those with marked displace- 
ment or dislocation of the joint. Intra-articular 
fractures cause injury of the articular cartilage, de- 
formity of the articular surface, and damage to the 
ligaments. Cartilage defects persist and may be the 
starting points of degenerative changes. Distortion 
of the contour of the articular surface results in ex- 
cessive wear and traumatic arthritis. Limitation of 
joint motion results from scar formation in the cap- 
sule, ligaments, and adjacent muscles or from bony 
changes between or around the articular surfaces. In 
some cases of joint fractures permanent loss of func- 
tion may result. In others, recovery may be followed 
by a return of the disability due to late changes such 
as traumatic arthritis. 

Joint fractures without displacement have an ex- 
cellent prognosis. Early movement of the joint and 
protection from strain by splinting are indicated. 
Voluntary motion should be begun early, but should 
be discontinued when pain is felt. Weight-bearing 
should be avoided for from four to eight weeks. 

Joint fractures with displacement require accurate 
reduction of the fragments and early mobilization. 

Attempts at early closed reduction should be made 
with the aid of the fluoroscope, and if these fail, early 
open operation with minimal soft-tissue damage 
should be performed. If internal fixation is necessary 
absorbable material should be used in preference to 
plates or wires. Open fixation of the fragments and 
early motion are preferable to prolonged immobiliza- 
tion in apparatus. Voluntary motion may be begun 
on the second day if the fragments are well fixed. 
Early active motion decreases the prolonged dis- 
ability which so often follows this type of injury. 

FREMONT A. CHANDLER, M.D. 


Lambotte, A.: Transarticular Nailing in Fractures 
Near Joints (L’ostéosynthése par clouage trans- 
articulaire dans les fractures juxta-articulaires). 
Paris chir., 1925, xvii, 145. 

In 1924 the author described a new technique for 
osteosynthesis in fractures of the neck of the femur. 
In this article he describes its use in transverse and 
oblique fractures of a metacarpal near the metacar- 
pophalangeal joint. 

A median incision is made over the fractured 
metacarpal, beginning 4 or 5 cm. above the joint and 
ending at the upper third of the corresponding 
phalanx. The extensor tendon is then incised down 


to the bone and the joint is opened up by pushing its 
two halves apart. The fracture is then reduced and 
the finger completely flexed. In this position three- 
quarters of the surface of the head of the metacarpal 
are visible. A carpenter’s nail from 3 to 5 cm. long, 
about 2 mm. thick, and having a round head, is 
driven into the axis of the head and shaft of the 
metacarpal. The nail is held with a haemostatic 
forceps and is driven in until its head is buried in 
the cartilage. The two halves of the extensor tendon 
are then brought together with fine silk and the skin 
is sutured. Perfect asepsis must be maintained; the 
nail must be handled only with the forceps and 
must not be touched by the surgeon’s hands or the 
patient’s skin. 

The same technique may be used also in fractures 
of the neck of the radius, juxta-articular fractures of 
the lower end of the ulna, intra-articular fractures of 
the condyles of the knee, and elsewhere. 

Aubrey G. Morcan, M.D. 


McWhorter, G. L.: Fracture of the Greater Tuber- 
osity of the Humerus with Displacement; Re- 
port of Two Operated Cases with the Author’s 
Technique of Shoulder Incision. Surg. Clin. N. 
Am., 1925, V, 1005. 

McWhorter briefly reviews the literature on frac- 
ture of the greater tuberosity of the humerus and 
advocates the posterior approach to the shoulder 
joint in the operative treatment of this condition. 
In the two cases reported the technique was as 
follows: 

An incision was made around the lower border of 
the spine of the scapula and acromion process and 
the medial end was extended sharply downward to 
permit retraction of the deltoid. The origin of the 
deltoid was cut through along the spine of the scapu- 
la and as far forward as the tip of the acromion, but 
about 1 cm. was left attached to the bone for sutur- 
ing. The greater part of the deltoid was retracted 
downward to expose the posterior and lateral part of 
the shoulder joint and the upper end of the humerus. 
Cutting laterally to the loose fragment, the joint was 
opened. It was found to form a part of the posterior 
capsule. 

The loose fragment was removed and the tendons 
were sutured in position. The supraspinatus and in- 
fraspinatus and teres minor muscles were somewhat 
contracted. They were loosed up with care to avoid 
injury to the vessels and nerves. With the arm 
rotated externally and abducted, mattress sutures of 
chromic catgut were introduced to close the capsule 
of the joint tightly. The deltoid muscle was then 
replaced and sutured with a few mattress and con- 
tinuous catgut sutures. 

After the operation a body cast was applied with 
the arm held in abduction and rotated externally so 
that the forearm was almost straight upward. At the 
end of two weeks the cast over the shoulder and arm 

yas removed. The remainder was left as a support 
under the arm for five weeks. Uneventful recovery 
resulted. 
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The author states that it is best to suture the de- 
tached tendons in position without the use of a for- 
eign non-absorbable suture or a nail. 

The operation may be performed satisfactorily 
under local anesthesia. S.C. WoLtpeNnBeRG, M.D. 


Wheeler, Sir W. I. deC.: Some Practical Considera- 
tions in the Conservative Treatment of Frac- 
tures of the Pelvis and Lower Extremity. 
Lectures I and II. Lancet, 1925, ccix, 313, 363. 

The incidence of fractures of the pelvis has been 
increased since the advent of rapid transportation 
and modern manufacturing methods. Of the frac- 
tures not involving the pelvic rim, the most inter- 
esting are the marginal fracture and the central 
fracture of the acetabulum. The marginal fracture 
is generally associated with backward dislocation 
of the hip. 

The diagnosis of central fracture may or may not 
be difficult. The typical findings are limitation of 
motion in all directions and decreased prominence 
of the greater trochanter. These fractures must be 
distinguished from fractures of the neck of the femur. 
Reduction is difficult but is followed by fairly good 
functional results. 

Fractures of the sacrum are of interest only when 
displacement and nerve injury are present. Reduc- 
tion may be effected through the rectum. Fractures 
of the coccyx are of importance only in the produc- 
tion of coccygodynia. Isolated fractures of the 
ischium are rare. 

The treatment of pelvic fractures is divided into 
that of the fracture and that of the soft parts. In- 
juries to the urethra and bladder are most frequent 
and of the greatest importance. Rupture of the 
bladder is suggested by a strong but inetiectual desire 
to urinate and the fact that only small quantities of 
urine are obtainable on catheterization. ‘The injec- 
tion of fluid through the catheter is to be condemned 
for obvious reasons. Early operation is indicated 
and is best performed transperitoneally. ‘The extrav- 
asated urine should be aspirated and the bladder 
repaired and covered with a piece of omentum. A 
retention catheter should then be introduced and the 
abdomen drained through the incision. Rupture of 
the urethra must be treated according to the require- 
ments of the particular case. 


The treatment of the fracture itself requires reduc- 
tion and stabilization of the fragments and good 
nursing. Traction by means of a Thomas splint, the 
application of heavy girdles around the pelvis, and 
the use of overhead support are indicated. 

Fracture of the neck of the femur should be re- 
duced by abduction and internal rotation by the 
method of Whitman if the patient can withstand 
the anesthetic. Retention in plaster is followed by 
protected weight-bearing over a long period. 

Fractures of the trochanters are rare with the ex- 
ception of fractures of the epiphyses occurring before 
the eighteenth year of age. The most common is 
avulsion of the lesser trochanter by the pull of the 
iliopsoas muscle. Inability to flex the thigh is 
pathognomonic. 

Fractures of the femoral shaft in the upper middle 
and lower thirds seldom require operative treatment. 
Reduction under anesthesia and continued traction 
by means-of a Thomas splint are indicated. 

FREMONT A. CHANDLER, M.D. 


Wheeler, Sir W. I. DeC.: Some Practical Consider- 
ations in the Conservative Treatment of Frac- 
tures of the Pelvis and Lower Extremity. 
Lecture III. Lancet, 1925, ccix, 487. 

In this article, the third of a series of four on 
fractures of the pelvis and lower extremities, the 
author considers principally fractures of the femur 
in the region of the knee joint. He is an advocate of 
reduction by extension, and uses the Thomas splint 
for this purpose, applying from 20 to 4o lbs. weight 
for traction. The traction is usually maintained with 
weights, but fixed traction in plaster of Paris is 
mentioned. 

Separations of the epiphyses of the femur at the 
knee are reduced by traction on the tibia and strong 
flexion until the heel touches the buttock. The limb 
is then maintained in full flexion until sufficient bony 
union has taken place. 

Malunions are refractured or osteotomized and 
treated like fresh fractures. Non-union must not 
be confused with delayed union which requires only 
prolonged immobilization or the “percussion and 
dam” method of Thomas. In cases of true non- 
union, bone grafting is indicated. 

CresTer C. ScHNEIDER, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Velo, C. A.: A New Method of Repairing Wounds of 
Blood Vessels: A Plastic Operation with the 
Use of Heterogenous Material by the ‘‘Cement- 
ing’? Method (Di un nuovo metodo di riparazione 
delle ferite dei vasi: plastica con materiale etero- 
geneo secondo il metodo dell’ incollamento). Ann. 
ital, di chir., 1925, iv, 451. 

The author reviews experimental work on the re- 
pair of blood vessels and reports fifteen experiments 
of his own. The latter were made on the femoral ar- 
tery of the dog. In six animals the experiments were 
bilateral and in three unilateral. Velo’s technique is 
as follows: 

The dog is anesthetized by a subcutaneous injec- 
tion of 1 cgm. of morphine hydrochloride per kilo- 
gram of body weight and the superior two-thirds 
portion of the femoral artery is dissected out on the 
medial aspect of the leg. The femoral artery is chosen 
because it is easily accessible, it gives off few branches, 
and its obliteration is compatible with life. 

After exposure of the femoral artery hemostasis is 
obtained by means of a temporary ligature applied 
above and below the exposed segment with care not 
to injure the endothelium. With a pair of scissors a 
portion of the vessel wall including all of the coats 
is cut out, an opening about 3 mm. long and 2 mm. 
wide being made. 

The blood-vessel wall is then dried very carefully 
with a gauze compress and dabbed with mastisol, and 
a portion of very fine rubber tissue from an ordinary 
condom is also dabbed with the mastisol. Five or ten 
minutes are allowed to elapse for thorough drying 
of the cement and then, with great care, the rubber 
tissue is applied to the vessel wall so that it projects 
about 1 mm. beyond the margin of the wound. Slight 
pressure is applied to obtain homogeneous adhesion. 

The author first tried to glue the rubber tissue 
without completely surrounding the blood vessel 
with it, but although the adhesion seemed perfect, it 
slowly became detached after the establishment of 
the circulation. The detachment he ascribes to the 
irritation provoked by the drying of the blood vessel 
and the application of the cement. The cement, act- 
ing as a stimulus, produced secretions which were 
visible with a magnifying glass, and these secretions 
rendered the perfect adhesion impossible. 

A non-irritating cementing substance which is 
soluble in water should be used, but in the experi- 
ments reported this was impossible as substances 
containing water will not unite with rubber. The 
author therefore thought of surrounding the blood 
vessel with rubber tissue. He tried also Mogny’s 
Suggestion of applying a little liquid paraffin and 
sodium citrate on the tissue covering the wound, but 
even this did not give complete adhesion. He then 
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used the same technique as before but wound a 
second piece of rubber tissue around the blood vessel 
and fixed it with a few stitches of very fine linen. He 
then replaced the artery in its bed and removed the 
provisional hemostatic ligatures. In all of these 
experiments the rubber tissue held and the pulsation 
of the artery returned. A few sutures were applied 
to the sheath of the blood vessel and in the sub- 
cutaneous tissue, the skin was sutured, and the part 
was immobilized with starched bandages. 

In every case primary union was obtained without 
haemorrhage at the site of the operation. After the 
operation an examination of the repaired artery was 
made at intervals ranging from nine to one hundred 
and forty-five days. At necropsy no haemorrhage 
was found in the parts near the repair. 

In the dogs killed after nine, sixteen, and twenty 
days, the rubber tissue cemented to the vessel was 
found in a connective tissue capsule surrounded by a 
turbid, yellowish serous fluid. The femoral artery 
along this tract was a dark blue and moderately re- 
tracted. In its lumen was a thrombus which extend- 
ed to the origin of the deep femoral artery. Both 
central and peripheral to the repair, the vessel 
showed slight infiltration and thickening of its walls. 
The elastic fibers were markedly reduced in number, 
and nearby there was a thick network of connective 
tissue. 

The rubber tissue was found in a hard connective 
tissue capsule also in the dogs killed after a longer 
interval. The vessel was closed throughout its ex- 
tent, and within the rubber tissue tube the necrotic 
remains of the artery could be recognized. Histo- 
logical examination showed a complete breaking up 
of the vessel inside the rubber tissue and complete 
closure of the lumen. The organizing thrombus ex- 
tended to the first collaterals, both superior and 
inferior. 

The constancy of the occlusion of the vessel by the 
thrombus led the author to the conclusion that in his 
technique the endothelium had been injured. An- 
other stimulus to the formation of the clot was given 
by the cementing material and the rubber tissue. 
Velo believes, however, that these disadvantages are 
associated with all methods of plastic surgery on the 
blood vessels in which non-absorbable material is 
used. 

The implantation of dead tissue has given favor- 
able results only in the cases with small lesions. In 
such cases the endothelium of the blood vessel may 
quickly grow over the breach. If healing does not 
occur with a certain rapidity dead tissue also acts 
as a foreign body, slowly giving rise to a thrombus. 

The only advantage of the author’s method is the 
marked advantage in ligation as the subsequent 
progressive obliteration is so slow that it gives 
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sufficient time for the establishment of collateral 
circulation and thus decreases the danger of gan- 
grene. The method may be used for small lateral 
lesions of large blood vessels when suturing is im- 
possible because of anatomopathological conditions 
of the vessel or urgency of the repair. 

SALVATORE DI PALMA, M.D. 


BLOOD; TRANSFUSION 


Paisseau, Cayla, and Hamburger: Acquired Hem- 
ophilia Cured by Specific Treatment; Subhyoid 
Hzematoma (Hémophilie acquise guérie par le 
traitement spécifique; hématome  sus-hyoidien). 
Bull. et mém. Soc. méd. d. hép. de Par., 1925, xli, 940. 

The patient whose case is reported was a 62-year- 
old man who first began having haemorrhages about 
three months before his admittance to the hospital. 

He was brought to the hospital with an enormous 

subhyoid haematoma which interfered with respira- 

tion, made swallowing almost impossible, and caused 
almost complete aphonia. His general condition was 
very poor. Blood coagulation was delayed, but 
the contractility of the clot was practically normal. 

A transfusion of 100 c.cm. of citrated blood was 
without benefit; the haematoma increased in size un- 
til gangrene seemed imminent. The Wassermann 
test was found strongly positive. A series of intra- 
venous injections of mercury was given, and five 
more transfusions of too c.cm. each were adminis- 
tered during the following month. The haemorrhagic 
manifestations then ceased and the haematoma re- 
gressed, but the general condition remained pre- 
carious and asthenia, pallor, and anorexia persisted. 

About a month after the patient’s admittance to 
the hospital a series of weekly novarsenobenzol in- 
jections was begun. Thereupon the anemia which 
had been progressing (2,450,000 erythrocytes) began 
to improve and within six weeks the blood count was 
almost normal. Improvement in the coagulation 
time was even more rapid and the patient apparently 
became perfectly well. 


Because of the positive Wassermann reaction and 
the rapid, complete improvement under treatment 
for syphilis after all other measures had failed, a 
causal relation of the syphilis to the haemophilia is 
to be assumed. Leo M. ZIMMERMAN, M.D. 


Chauffard.: Haematological Evolution of a Con- 
genital Hzmolytic Icterus Cured by Splenec- 
tomy (Evolution hématologique d’un ictére hémoly- 
tique congénital guéri par la splénectomie). Bull. et 
mém. Soc. méd. d. hép. de Par., 1925, xli, 938. 

It is generally recognized that congenital hemolyt- 
ic icterus responds promptly to splenectomy, the 
icterus disappearing completely within a few days 
after the operation. However, the fragility of the 
corpuscles persists for a considerable length of time. 
No explanation has been offered for this dissociation 
of the icterus and the fragility. 

The author cites a typical case of congenital 
hemolytic icterus due probably to heredosyphilis, in 
which the jaundice disappeared nearly completely on 
the day following splenectomy, vanished entirely 
after a few days, and never recurred, the 4-year-old 
patient thereafter remaining perfectly well. Studies 
of the resistance of the corpuscles, however, revealed 
that even at the end of twenty-three months it had 
not yet reached normal. The author explains this 
phenomenon as follows: 

The spleen constitutes the center of hamolysis and 
splenectomy suppresses the primary cellular de- 
struction. 

After the spleen is removed the pigmentation dis- 
appears and the patient becomes objectively well but 
as the spleen had been altered in structure as well as 
in function, it exerted a noxious action on the bone 
marrow which persists for a long time after the 
splenectomy and is responsible for the production of 
atypical elements in the blood. The fragility of the 
corpuscles is virtually without consequence when the 
cells are no longer exposed to the erythrolytic action 
of the spleen, and probably disappears entirely in 
time. Leo M. Zimmerman, M.D. 
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SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Horder, Sir T., Rowlands, R. P., Colebrook, L., and 
Others: Discussion on the Treatment of 
Septicaemia. Proc. Roy. Soc. Med., Lond., 1925, 
xviii, Sect. Med., Surg., & Path., 50. 

HorDER states that his present knowledge and 
treatment of septicaemia differs very little from that 
of ten years ago. He takes for illustration a strepto- 
coccus pyogenes infection of the finger. He believes 
that in such a case rest of the patient and of the in- 
fected member, fresh air, a full diet, the administra- 
tion of fluid during the height of the acute process, 
attention to elimination, and reassurance of the 
patient are of importance. The use of anodynes 
should not be neglected. It is suggested that opium 
may be given too sparingly in acute febrile conditions 
which are prolonged and lead to pain and mental as 
well as physical discomfort. 

The question of drainage is usually best decided 
after conference with a surgical colleague. Horder is 
inclined toward conservatism, believing that as little 
should be done as is consistent with the relief of tissue 
tension. The continuous bath is valuable provided 
it does not interfere with elevation of the infected 
member, which should be as nearly vertical as pos- 
sible. 

In discussing the application of heat and the local 
use of antiseptics, Horder states that antipathy is 
felt toward anything which interferes with the vitali- 
ty of the tissues. In the fulminating type of case, 
intravenous infusions are beneficial. Blood trans- 
fusions are not promising. Of the drugs, arsenic ad- 
ministered intramuscularly, is given first place. 
Cacodylate of soda, 2 gr. in a saturated solution of 
nucleinic acid, is best. Injections should be made 
twice in twenty-four hours throughout almost the 
entire acute stage (two or three weeks, or even long- 
er). Opium is considered next in value. 

The specific measures include as a rule the adminis- 
tration of 50 c.cm. of univalent antistreptococcus 
serum on the first day and second day, and possibly 
on the third day also. If on the second or third 
day, the causative organism has been isolated, a 
sensitized vaccine may be prepared. The first dose 
for an adult is 100 million; the second, on the third 
day, 250 million; and the third, on the fifth or sixth 
day, 500 million. 

In Horder’s opinion, chemotherapy has been dis- 
appointing. In acute staphylococcus aureus septica- 
mia favorable results may be obtained if the focal 
abscess is accessible to surgical measures. Nothing 
comparable to antistreptococcus serum is available; 
vaccines are of little benefit. In chronic streptococcal 
septicemia, as illustrated by ulcerative endocarditis, 
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the line of attack which gives most promise is the 
very thorough use of non-specific measures. 

ROWLAND discusses septicemia from the surgical 
standpoint. He states that the prophylaxis of local 
and systemic infection necessitates precaution against 
infection during operations, prompt excision of con- 
taminated wounds, prompt removal or treatment of 
local sources of systemic infection, such as acute ap- 
pendicitis, perforated peptic ulcers, and abscess in 
other parts of the body, and the use of rubber gloves 
at operations and especially during postmortem 
examinations. When septicaemia is established, col- 
laboration of the physician, bacteriologist, hamatol- 
ogist, and surgeon is desirable. In the treatment it 
should be the constant endeavor to remove or treat 
the primary or other source of the infection. In 
selected cases the transfusion of whole blood is of 
value. 

COLEBROOK considers septicemia from the stand- 
point of pathology. A method of determining the 
leucocyte efficiency is described. It has been learned 
that the reduction of leucocytic efficiency in disease 
is due almost certainly to the action of bacterial 
toxins produced in the local focus of infection or in 
the blood stream or in both. In the inhibition of 
bacterial growth in the blood stream it appears that 
the spleen has a part as well as the leucocytes. 

In regard to the treatment Colebrook states that 
he does not feel hopeful of active immunization. Of 
the methods of passive immunization, the use of anti- 
streptococcus serum does not appear justifiable until 
more is learned regarding its effect. In some of the 
less severe cases immuno-transfusion has proved 
beneficial., Water H. Napier, M.D, 


Gatch, W. D., Trusler, H. M., and Owen, J. E.: 
The Treatment of General Septicemia by 
Gentian Violet and Mercurochrome— 220 Sol- 
uble. J. Am. M. Ass., 1925, Ixxxv, 894. 


The injection of gentian violet and mercurochrome 
in safe doses into the blood stream of rabbits with 
staphylococcic septicaemia does not constitute a 
therapia sterilisans magna. 

A large dose of either drug injected in the presence 
of an overwhelming infection may hasten death. 

Either drug, when properly employed, will exert a 
temporary bacteriostatic action in the blood stream. 
The ultimate benefit to be derived from this retarda- 
tion of the infection depends upon the resistive 
powers of the animal. SAMUEL Kaun, M.D. 
Starr, C.L.: The Treatment of Tuberculous Abscess 

and Sinus. Med. J. Australia, 1925, ii, 183. 

Secondary infection greatly increases the mortality 
of tuberculous abscess. Mixed infection is the cause 
of amyloid disease. 
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The abscess develops by the caseation and lique- 
faction of a tuberculous focus in bone and breaks 
through and extends into the soft tissues. In a large 
percentage of cases the abscess will recede. Efficient 
treatment of the local condition requires recumbency 
with protection from movement and _ protected 
weight-bearing during the active stage. This means 
from twelve to eighteen months on a frame or splint 
in the case of spine or hip disease, and a correspond- 
ingly shorter period in the case of a knee or smaller 
joint. 

If the abscess progresses and works closer to the 
surface, aspiration is advisable. 

The injection of antiseptics has no place in the 
treatment of tuberculous abscesses. 

In cases of sinus formation nothing should be 
introduced into the sinus and dressings should be 
done as infrequently as possible. In mixed infections 
adequate dependent drainage must be secured. No 
antiseptics should be employed. In cases of psoas 
abscesses with mixed infection the difficulties of 
adequate drainage are great and the mortality is high. 

H. Hoyr Cox, M.D. 


ANZSTHESIA 


Beckman, H.: The Alleged Synergism of Mag. 
nesium Sulphate and Morphine. J. Am. M. 
Ass., 1925, Ixxxv, 332. 


Beckman carried out experiments on dogs to 
determine the conditions ef successful colonic anes- 
thesia when morphine alone was used as the pre- 
liminary drug, and the extent, if any, to which these 
conditions could be modified by the use of mag- 
nesium sulphate plus morphine. 

He found that effective anzsthesia always resulted 
when a subcutaneous injection of o.or gm. of mor- 
phine sulphate per kilogram of body weight was 
given and followed in an hour by 1 oz. of an ether- 
oil mixture (75 per cent ether, 25 per cent oil) per 
20 lbs. of body weight. Modifications of this tech- 
nique failed to raise the sedative power of the 
morphine. 

From these experiments and those of others he 
concludes that the alleged synergism between mag- 
nesium sulphate and morphine does not take place. 

GrorGce R. McAutter, M.D. 
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PHYSICO-CHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Holfelder, H.: The Proper Time Distribution of 
Roentgen-Ray Dosage, the Chief Problem in 
Irradiation Therapy (Die geeignete zeitliche 
Verteilung der Roentgendosis das Problem in der 
Strahlentherapie). Arch. f. klin. Chir., 1925, cxxxiv, 
647. 

The author begins this article by stating that the 
problem of the proper distribution of roentgen-ray 
dosage has been solved by investigations made by 
him and by others and by his method for the proper 
selection of the fields of application. He then dis- 
cusses the previous mechanical theories of the car- 
cinoma dose which have been advanced up to the 
present time and reviews experiences in the irradia- 
tion of mouse carcinoma and the conclusions drawn 
therefrom. The essential action of therapeutic 
roentgen irradiation is destruction of the carcinoma 
cells. 

However, indiscriminate destruction of all car- 
cinoma cells by one roentgen irradiation is impossi- 
ble. The cells which have been weakened by the 
irradiation must be overcome by increased resistance 
of the body. 

In order to settle the question of the suitable time 
distribution of the roentgen-ray dose, the author 
first discusses the so-called apparent latent period 
which cannot be determined definitely because our 
knowledge is still too limited. The apparently latent 
period must be differentiated from the true latent 
period which begins when the anabolic metabolism of 
acell is in the latent condition, as is the case in dry 
plant seeds. 

With regard to scattered dosage, in which we have 
deviated from the old postulate of Perthes that the 
total dosage should be given in a short period of time, 
the author believes that scattered dosage does not 
overcome deficiency in the deep effect but, on the 
contrary, considerably increases the disproportion 
between an excessive superficial effect and an in- 
sufficient deep effect. 

With regard to the biological difference in the 
eflect of long- and short-wave roentgen irradiation 
the author states that he sees such a difference only 
in the production of reaction periods of different 
lengths. The longer reaction period which follows 
irradiation by short-waved rays is of particular im- 
portance in the treatment of tumors. According to 
the experiments of Schmidt, Halberstaedter, and 
Wolfsberg on the vital staining capacity of irradiated 
carcinoma tissue, the phase difierence in the time 
reaction to the roentgen rays between carcinoma cells 
and protective cells is such that injury can be ob- 
served somewhat earlier in the carcinoma cells than 
in the protective cells. The favorable effect of the 
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phase difference will therefore be greater the longer 
this period lasts. Through the use of roentgen rays 
with very short wave lengths the reaction times of 
the different cell groups may be increased. Further- 
more, this conception of a phase difference demands 
that the unknown period should not be disturbed by 
a second intervention and that the total dosage 
should be followed by a pause of two or three months. 

With the great increase in the intensity of the 
short-wave roentgen rays from modern apparatus a 
decided increase in the so-called early reaction has 
been achieved. This early reaction, which iscbtained 
with relatively small and highly concentrated frac- 
tional roentgen-ray doses, may be employed to ob- 
tain sensitization by giving to the tissue which has 
been sensitized by an early reaction the rest of the 
dose on the second or third day. Moreover, by the 
strong concentration the total dosage may be re- 
duced, a reduction which will be of aid in diminishing 
an excessive general effect. The danger that the 
tumor cells may become accustomed to the effect 
of the irradiation is also less. 

This distribution of the total dosage over two, 
three, four, or five days must not be confused with 
the so-called scattered dosage. Neither is it com- 
parable with the less concentrated dosage given by 
the old and less effective apparatus. Scattered doses 
are justifiable only for prophylactic irradiation after 
operation as by this means a cumulative effect may 
be produced upon latent tumor cells while the normal 
tissue has a chance to recover in the interval. 

Beck (Z). 


Russ, S.: Cellular Changes Due to Irradiation. 
Brit. M.J., 1925, ii, 340. 


The exposure of the body to radiation ranging 
from light to gamma radiation gives rise to profound 
changes differing in character according to the degree 
of the exposure and the nature of the wave length 
employed. The most important therapeutic applica- 
tion of radium and roentgen rays is the treatment of 
malignant disease, while that of light and ultraviolet 
therapy is the treatment of surgical tuberculosis and 
certain deficiency diseases. 

Heliotherapy has focused attention on the indirect 
action of radiation. The degree to which visible and 
ultraviolet radiation penetrates the tissue is small 
and becomes smaller as pigmentation is produced by 
the exposure. The reactions set up may be attributed 
to the effect produced in the blood stream, the 
lymph, or the nervous system. 

Pathological research has shown that cellular de- 
generation is a frequent sequela of the irradiation of 
tissues. It consists in various abnormal changes ap- 
pearing in the cells at different times after irradia- 
tion. These changes may be due to: (1) a direct 
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action of the radiation upon the internal constituents 
of the cell, (2) a direct action upon the interfaces of 
the cell, and (3) an indirect action initiated by the 
irradiation. 

Various factors bearing upon the pathological 
basis of treatment by radiation are discussed briefly. 
Factors entering into the adjustment of the thera- 
peutic dose are the relative susceptibility of normal 
and malignant tissues, the interaction between them 
following irradiation, tissue tolerance, tissue equilib- 
rium, and the effect of equal doses differently ad- 
ministered. Apo.eu Hartunc, M.D. 


Piney, A.: Changes in the Blood and Blood-Form- 
ing Organs as a Result of Irradiation. Brit. M. 
J., 1925, li, 343. 

The author gives a summary of numerous observa- 
tions relating to the effects of radiation upon the bone 
marrow, lymphatic glands, thymus, and spleen as 
well as upon the blood, and attempts to explain the 
changes occurring in various diseases in which the 
roentgen rays have been used therapeutically. 

In the bone marrow, the effects of irradiation are 
essentially destructive and evidenced by nuclear 
degeneration of the essential cells. Regeneration is 
slow because there is injury to the myelocytes upon 
which regeneration of the blood mainly depends; but 
as long as the dosage is insufficient to destroy all 
myeloid tissue, regeneration occurs. 

In the lymphatic glands there is disappearance of 
the essential cells preceded by signs of nuclear de- 
generation. The effect of the rays is exerted mainly 
on the lymphocytes themselves and therefore the 
changes in deep glands and particularly mesenteric 
glands are less well marked than those in more super- 
ficial glands which contain relatively greater amounts 
of cortex as compared with medulla. The lympho- 
cytes in glands appear to be much more resistant to 
the rays than the morphologically identical struc- 
tures in the thymus. In the thymus, there is pykno- 


sis of the nuclei of the small thymic cells and com- 
plete destruction results unless the dose is small, 
The areas of greatest lymphocytic condensation are 
affected most severely. Dense fibrosis of the or- 
gan starting from the interlobular septa occurs, 
The spleen shows variable changes in response to 
different doses. The response of the pulp cells is very 
similar to that of the bone-marrow cells; these cells 
are much less susceptible than lymphatic structures, 

Alterations occurring in the morphological com- 
position of the blood of professional radiographers 
have been found by the majority of investigators to 
consist in a distinct reduction in the number of 
leucocytes and a relative lymphocytosis. Rarely, 
there is evidence of myeloid hyperplasia. Well- 
marked neutrophilia and eosinophilia have also been 
recorded. The more severe lesions resulting from 
long-continued exposure are in the nature of an 
aplastic anemia. 

The basis of the changes occurring in the blood is 
stilla matter of controversy. It is very probable that 
something resembling a leucotoxin exists in the serum 
of irradiated persons. A purely destructive activity 
of the rays is not an adequate explanation of the 
changes inasmuch as a more normal type of blood 
forms after irradiation. 

The effects of radiation in chronic myelosis are 
probably the following: 

1. A direct effect in the form of destruction of 
cells. 

2. An indirect effect in the form of a more selec- 
tive injury to parent cells which are producing ab- 
normal offspring. 

3. Another effect in the form of a more normal 
regulation of the production and emigration of 
normal cells. 

In brief, there is a qualitative as well as a quantita- 
tive change in the hematopoietic tissues of cases of 
chronic myelosis treated with the roentgen rays. 

Apoctpu Hartunc, M.D. 
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